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SENSITIVITY OF COMMON PATHOGENS TO CHLOROMYCETIN AND TO FOUR OTHER MAJOR ANTIBIOTIC AGENTS* 
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*This graph, based on in vitro studies, is adapted 
from Perry, R. E., Jr.: North Carolina M. J. 
16:567, 1955. ; 
MICROCOCCUS PYOGENES PSEUDOMONAS AERUGINOSA | 
(62 STRAINS) (45 STRAINS) : 


fewer resistant strains... 
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Chloromycetin 


for today’s problem pathogens 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the 


patient requires prolonged or intermittent therapy. 
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Intrahepatoductogastrostomy or 


'Intrahepatoductojeyunostomy for 


Biliary Obstruction 
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E have studied and performed, 
since 1946, an operation we call 
intrahepatoductogastrostomy for 
extensive and serious destruction of the 
common bile duct, when it is impossible 
to locate the hepatic stump, in order to 
reconstruct a bile passage or to perform 
hepaticojejunostomy. Only after some 
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time did Longmire publish a similar 
method. 

This operation, especially well known in 
France and Italy, consists of subtotal re- 
section of the left lobe of the liver and 
anastomosis of the left intrahepatic lobar 
duct to the stomach. 

Recently we have introduced a variation 
of this method, consisting of intrahepato- 
ductojejunostomy and resection of only 
the anteromedial segment of the left he- 
patic lobe. 
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In order to accomplish these surgical 
procedures for intrahepatoductoenteros- 
tomy it is absolutely necessary that a suffi- 
cient communication should exist between 
the biliary systems of the two main lobes 
of the liver. This condition does exist in 
the majority of cases, generally because 
the destructive process ends at the hepatic 
hilum. The hepatic stump is usually pro- 
tected by the vascular formations that 
collect in the hilum. 

In these cases the intrahepatic biliary 
ducts are dilated as a result of the obstruc- 
tion, and this factor favors anastomosis 
of the biliary and digestive tracts. 

First Method: Intrahepatoductogastros- 
tomy.—A few days before the operation 
the patient is prepared with abundant 
hepatoprotective drugs (metionin, coline, 
liver extracts, vitamins and dextrose) and 
antibiotics (penicillin, streptomycin and 
eventually terramycin). It is well known 
that the virulence of the hepatic bacterial 
flora increases when biliary obstruction is 
present. 

The anesthesia of choice is the segmen- 
tal peridural type induced at the seventh 
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Fig. 1.—Total destruction of extrahepatic biliary 

ducts. Stump of hepatic duct is retracted toward 

hilum of liver, protected by a heap of scar tissue; 

biliary communication between the two large 

lobes of the liver is preserved. Section line of 

left lobe is dotted; part to be resected has been 
left white. 


SEPTEMBER, 1956 


or eighth dorsal interspace, or gas-oxygen 
general anesthesia. 

During the surgical procedure whole 
blood, saline or dextrose solutions are in- 
fused by the continuous drop method. 

The operation consists in resection, on 
the anteroposterior sagittal plane, of two- 
thirds of the left lobe of the liver and the 
insulation of 1 or 2 cm. of a large left lobar 
biliary duct, which is located in the antero- 
inferior part of the left lobe, and its anas- 
tomosis to the anterior wall of the stomach 
(Figs. 1, 2 and 3). 

On account of the subtotal resection of 
the left hepatic lobe, anastomosis of the 
intrahepatic biliary duct to the gastric 
wall instead of the jejunum is necessary, 
for the following four reasons: 

1. The anastomosis is not subject to 
traction, since the stomach is placed very 
near to the liver. 

2. On account of its large surface, the 
stomach is ideal to cover the large wounded 
liver surface and also to protect the anas- 
tomosis. 

3. The gastric contents are relatively 
aseptic. 

4. The thickness of the gastric “muscu- 
laris” acts as a sort of sphincter of the 
intrahepatic biliary duct, thus preventing 
the reflux of alimentary material. 

The adoption of a median supraumbili- 
cal laparotomy, lateralized downward and 
to the right of the umbilicus, offers great 
possibilities for maneuvering during the 
operation. 

After section of the round ligament 
where it emerges from the liver, the falci- 
form ligament and the left part of the 
coronary ligament, the left lobe is isolated 
from its connections to the diaphragm. In- 
troducing one hand between the diaphragm 
and the upper surface of the liver, the left 
lobe, which is enlarged because of the bile 
stasis, is hooked and pulled delicately into 
sight. 

The wound is protected with sterile 
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Fig. 2.—Intrahepatoductogastrostomy technic: 1, 
lateral two-thirds of left hepatic lobe has been 
cut on an anteroposterior plane; stump of main 
lobar biliary duct and small incision made in the 
gastric wall, to be anastomosed with duct, are 
clearly visible. 2, after parenchymal hemorrhage 
has been checked with U-shaped stitches, poste- 
rior and anterior sutures are started between 
stump of intrahepatic duct and small incision 
made in gastric wall. 3, biliogastric anastomosis 
completed. A few stitches to fix wall of stomach 
to perihepatic capsule of upper aspect of liver 
will be made; this suture will guarantee perfect 
stability and protection to biliogastric anasto- 
mosis. 


towels, and subtotal resection of the left 
lobe of the liver is performed. 

For temporary hemostasis of the liver 
tissue during the resection, we have dis- 
carded the possibility of compressing the 
hepatic peduncle, where the hepatic artery 
and the portal vein are situated, because 
we all know too well the extreme sensitiv- 
ity of the hepatic cells to anoxia, especially 
in the presence of pathologic conditions. 

If the left lobe of the liver has been 
sufficiently dislocated, an assistant can as- 
sure temporary hemostasis by compress- 
ing, between the middle and index fingers 
of the two hands, the base of the lobe to 
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be resected. In case this maneuver is dif- 
ficult, on account of the particular confor- 
mation of the chest or the excessive en- 
largement of the hepatic lobe, we apply a 
special clamp with large elastic branches 
that compress the base of the lobe and so 
favor hemostasis, The hepatic parenchyma 
is then neatly incised with a bistoury: the 
larger vessels are tied separately by trans- 
fixion, and the parenchymal hemorrhage 
is easily controlled with U stitches through 
the liver, care being taken not to compress 
the area corresponding to the biliary duct 
to be anastomosed. Having located the 
largest biliary duct, which is usually in the 
anteroinferior portion of the base of the 
lobe, we insulate it from the surrounding 
tissues for a few centimeters in order to 
control its perviousness. The smaller bil- 
iary ducts are closed by transfixion with 
silk stitches. When hemostasis of the sec- 
tioned parenchyma is satisfactory, we pro- 
ceed with the terminolateral anastomosis, 
generally by the guidance of a polyethy- 
lene fenestrated tube between the free and 
the isolated duct and the anterior wall of 
the stomach. 

We start by fixing the gastric wall near 





Fig, 3.—Intrahepatoductogastrostomy technic. 

Operation completed; anterior portion of stomach 

has been sutured to perihepatic capsule of upper 

aspect of liver. On top and at right, sutures are 
visible on section. 
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the smaller curvature to the anterior mar- 
gin of the sectioned liver. 

After pinching a fold of the anterior 
stomach wall where it is safest and most 
convenient, in order to avoid traction on 
the anastomosis, we squeeze it gently be- 
tween the branches of a small elastic com- 
pressor and create a buttonhole measuring 
1 cm. 

The stump of the intrahepatic duct, 
from which bile continues to flow, is then 
sutured to the small buttonhole made in 
the wall of the stomach. 

Suturing is done with thin silk stitches, 
in two layers, and is guided by the fenes- 
trated polyethylene tube. The first layer 
draws the border of the sectioned duct to 
the mucosa of the stomach; three stitches 
are sufficient for the posterior wall and 
the same number for the anterior wall. 
The second layer consists of supporting 
stitches between the muscularis of the 
stomach and the bile duct and serves to 
reinforce the mucose suture. 

Fina'ly, the wall of the stomach is fixed 
to the perihepatic capsule of the upper 
border of the liver section, so as to cover 
the sectioned surface of the viscera com- 
pletely (Figs. 3, 4 and 5). 

Since in some cases, some time after the 
operation, we have been obliged to re- 
operate on the patient to remove the ob- 
structed polyethylene tube, we have modi- 
fied the original method: 

After completion of the suture of the 
posterior wall of the biliogastric anasto- 
mosis, a second incision is made a few 
centimeters from the first gastric incision, 
through which a polyethylene fenestrated 
tube is passed to a length of 7 or 8 cm. 

The fenestrated portion of the polyethy- 
lene tube is introduced 4 or 5 cm, into the 
lumen of the intrahepatic biliary duct, but 
it juts into the gastric cavity. After com- 
pletion of the suture between the biliary 
duct and the stomach, a tobacco-purse su- 
ture is performed on the incision through 
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which the polyethylene tube projects, and 
the stomach is fixed to the anterior abdom- 
inal wall, as in a gastric fistula. 

This internal and external draining 
tube is extremely useful, because, when 
one has to deal with patients who have 
intense and severe jaundice, the bile is 
rapidly eliminated from the body through 
the external end of the tube; many germs 
and toxins are therefore e!iminated. This 
tube also acts as a gastric sound, because 
the gastric portion is fenestrated. 

When jaundice has almost disappeared 
and intestinal peristalsis becomes normal, 
the external part of the tube is closed. 
Thus all the bile flows through the lateral 
holes of the tube into the stomach, and we 
avoid the loss of electrolytes and gastric 
secretions. Twenty days after the surgical 
procedure, when cicatrization of the intra- 
hepatic duct and the gastric mucosa is 
complete, the drainage tube is removed 
without danger of creating fistulas. 


Second Method: Intrahepatoductojeju- 
nostomy with Resection of the Anterome- 
dial Segment of the Left Lobe of the Liver. 
—The aim of the second type of operation 
is identical with that of the first: to renew 
the flow of bile into the intestine when all 
the extrahepatic bile ducts have been de- 
stroyed. 

After a wide technical experience with 
intrahepatoductogastrostomy, some con- 
siderations induced us to perform the in- 
trahepatoductojejunostomy with econom- 
ical resection of the liver. Factors leading 
to these modifications are as follows: (1) 
the not indifferent amount of liver tissue 
to be resected from a seriously ill viscus 
with reduced functional efficiency; (2) a 
certain technical difficulty in performing 
the operation, which involves dislocation 
of the left hepatic lobe from the subphrenic 
space; (3) the amount of time required 
for hemostasis of the large sectioned sur- 
face of the liver, which is congested and 
friable; and (4) the fact that the left lobe 
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of the liver consists of three segments, the 
laterosagittal, the posteromedial and the 
anteromedial, and that each one is drained 
by its proper segmentary biliary duct. 

Considering all these facts, we consider 
it useful to resect the anteromedial seg- 
ment of the left hepatic lobe and to anas- 
tomose the segmental duct to the jejunum 
(the stomach, in fact, is far away from 
the point of resection; see Figures 4 and 
5). 

On the anterior border of the liver, 4 to 
6 cm, to the left of the round ligament, we 
perform a truncated cone resection of the 
liver from the anterior to the posterior 
surface; this resection should be 7 or 8 
cm. wide and 4 or 5 cm. deep. After hemo- 
stasis has been obtained with parenchymal 
piercing stitches, we find a large bile duct 
in the anteromedial segment and isolate it 
for at least 1 cm. 

We then locate a jejunal loop about 30 
cm. from the Treitz ligament and, pulling 
it upward, pass it in front of the trans- 
verse portion of the colon to the sectioned 
surface of the liver. The jejunal loop is 
fixed to the perihepatic capsule of the 
lower margin of ‘the liver with single silk 
stitches. The jejunal loop is opened longi- 
tudinally for about 1 cm., and we proceed 
to the posterior suture between the intra- 
hepatic bile duct and the jejunal mucosa. 
The posterior suture having been com- 
pleted, the bile duct is intubated with a 
fenestrated polyethylene tube, jutting 
about 10 cm. into'the efferent jejunal loop. 
After completing the anterior part of the 
mucous suture, we fix the intestinal “mus- 
cularis” to the duct wall with single silk 
stitches, and the jejunum is sutured to the 
perihepatic capsule of the upper edge of 
the-liver, in order to take the jejunal loop 
firmly up to the liver and also to give fur- 
ther protection to the biliary-digestive 
suture. 

The loop anastomosed to the liver is ex- 
cluded by a Brown enteroenteroanastomo- 
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Fig. 4.—Intrahepatoductojejunostomy technic. An 
economical resection in form of truncated cone has 
been made in anterior portion of left hepatic lobe. 
A jejunal loop has been fixed to perihepatic cap- 
sule of lower edge of liver; suture between an in- 
trahepatic biliary duct and small jejunal button- 
hole is being started; fenestrated polyethylene 
tube is used as a prosthesis to the biliojejunal 
suture. 





Fig. 5.—Intrahepatoductojejunostomy technic. 

Operation completed; jejunal loop anastomosed to 

intrahepatic biliary duct has been fixed to peri- 

hepatic capsule of upper edge of liver. A latero- 

lateral enteroenteroanastomosis has been made at 

foot of loop anastomosed to liver, to shut it out 
from passage of foods. 
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sis, to avoid the danger of ascending 
cholangitis or alimentary reflux and also 
to facilitate passage of the intestinal con- 
tents. 

We wash the operative field with warm 
saline solution. After spreading sulfa and 
antibiotic drugs on the operative field, we 
drain the subhepatic space with a rubber 
tube. 

The laparotomy incision is closed in 
layers with strong single silk stitches. 

The intrahepatoductojejunostomy with 
economical resection of the liver is a more 
rapid and less traumatic operation; yet, 
despite the fact that a larger quantity of 
liver tissue is preserved, we obtain good 
results. 

Since 1946 I have performed 10 hepatic 
resections followed by intrahepatoducto- 
enterostomy, which I shall report briefly. 


REPORT OF CASES 


CASE 1.—In 1946 Maria B., aged 49, under- 
went cholecystectomy for cholelithiasis. There 
remained an external biliary fistula, followed 
by the onset of total jaundice. During the sur- 
gical procedure we discovered almost total de- 
struction of the common bile duct. The left 
hepatic lobe was resected and an intrahepato- 
ductogastrostomy performed. The patient 
made a complete recovery and at the time of 
writing is up and about, feeling very well. 

CASE 2.—In 1949 Annunziata M., aged 49, 
had jaundice after a cholecystectomy and 
underwent two additional unsuccessful sur- 
gical procedures to reestablish the flow of bile 
into the intestine. At operation we observed 
complete destruction of the common bile duct 
and severe hepatic cirrhosis. The left lobe of 
the liver was resected and an intrahepatoducto- 
gastrostomy performed. The result was not 
satisfactory, because there remained an exter- 
nal biliary fistula. 

CASE 3.—In 1949 Angela C., aged 30, had 
persistent total jaundice following cholecystec- 
tomy. Having observed complete destruction 
of the hepatocholedochus, we performed an 
intrahepatoductogastrostomy. The patient 
gained 8 Kg. in weight, but noticeable hepato- 
megaly still persists and subjaundice is still 
present, probably due to failure of confluence 
of the various hepatic ducts. 
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CASE 4.—In 1950 Fede G., aged 23, had total 
traumatic destruction of the main bile passage 
following cholecystectomy, as well as serious 
jaundice. At operation we discovered a com- 
municating fistula between the hilum of the 
liver and the transverse portion of the colon. 
Subtotal resection of the left hepatic lobe, fol- 
lowed by an_ intrahepatoductogastrostomy, 
produced a good and lasting result. 

CASE 5.—In 1950 Cesira F., aged 42, having 
previously undergone cholecystectomy and 
later, fistulogastrostomy because of an exter- 
nal biliary fistula, was operated on for total 
jaundice. At operation we noted an obstruc-, 
tion of the fistula anastomosed to the stomach 
and complete destruction of the hepatic duct 
and the choledochus. The left hepatic lobe was 
resected and an intrahepatoductogastrostomy 
performed. Good results were obtained. 

CASE 6.—In 1952 Ines R., aged 41, had sub- 
total destruction of the bile passages after 
cholecystectomy and serious biliary cirrhosis. 
After resecting the left lobe of the liver, we 
performed an_ intrahepatoductogastrostomy. 
The patient died of hepatic coma after three 
months. 

CASE 7.—In 1953 Maria C., aged 35, had se- 
rious postcholecystectomy jaundice. A second 
operation failed to yield good results. At the 
third operation we observed destruction of the 
extrahepatic bile passages. We performed sub- 
total resection of the left lobe of the liver, fol- 
lowed by an intrahepatoductogastrostomy. An 
optimal and lasting result was obtained. 

CASE 8.—In 1955 Greca B., aged 59, had to- 
tal destruction of the extrahepatic bile ducts 
after cholecystectomy. At operation we noticed 
a deep alteration of the left hepatic lobe, due 
to chronic bile stasis. Subtotal resection of 
the left hepatic lobe was performed, followed 
by intrahepatoductogastrostomy. Two months 
later the patient died of hepatocholangitis 
with a biliary fistula. 

CASE 9.—In 1954 Luigia V., aged 20, after 
cholecystectomy, showed complete destruction 
of the biliary passages, chronic bile stasis and 
a greatly enlarged liver. An intrahepatoducto- 
gastrostomy was done, with economical hepatic 
resection. Although subjaundice of the sclerae 
persisted, the patient gained weight and, at 
the time of writing, is still in good physical 
condition. 

CASE 10.—In 1955 Giovanni T., aged 32, 
underwent cholecystectomy for cholecystitis 
complicated. by jaundice. Biliary obstruction 
persisted, and choledochojejunostomy was per- 
formed. At laparotomy we observed obstruc- 
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tive fibrosis of the entire hepatocholedochus. 
We obtained a good result by performing an 
intrahepatoductojejunostomy, after resecting 
the anteromedial segment of the left hepatic 
lobe. The jaundice disappeared rapidly and 
completely. Six months later we reoperated 
on this patient to remove the obstructed poly- 
ethylene tube. 


COMMENT AND CONCLUSIONS 


In these 10 cases we obtained the fol- 
lowing results: 3, very good, 2 good and 
3 moderate. Two patients died two or 
three months after the operation, as a re- 
sult of an external biliary fistula and 
serious hepatic lesions. 

The operation itself was never the sole 
cause of death, and we were surprised to 
observe that patients so ill with chronic 
bile stasis could recover perfectly from so 
serious a procedure. 

As to the technic of the surgical proce- 
dure, the use of the polyethylene tube 
noticeably facilitates the anastomosis be- 
tween the intrahepatic ducts and the 
stomach or intestine; this tube assures the 
perviousness of the surgical fistula in the 
immediate postoperative course. Since 
this polyethylene tube may easily become 
obstructed, it is convenient to adopt all the 
technical ideas we have suggested, which 
permit its easy extraction, two or three 
months after the operation. 

When destruction of the extrahepatic 
bile ducts was not too old, and, conse- 
quently, the hepatic alterations were 
lesser, recovery was complete and defini- 
tive, without any danger of cholangitis 
due to alimentary reflux into the intrahe- 
patic bile ducts. 

In patients operated upon for intrahe- 
patoductogastrostomy, roentgen control 
films, taken after oral introduction of fluid 
barium, have never shown reflux; this 
confirms our hypothesis that the muscular 
layer of the stomach, so thick and strong, 
forms a sort of sphincter and protective 
valvule at the level of the biliodigestive 
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anastomosis. With intrahepatoductojeju- 
nostomy, the alimentary reflux toward the 
liver is prevented by the enteroenteroanas- 
tomosis at the foot of the anastomosed 
loop to the intrahepatic duct. 


SUMMARY 


The authors describe the technic of 
performing an intrahepatoductogastros- 
tomy and an intrahepatoductojejunostomy, 
with resection of the anteromedial seg- 
ment of the left lobe of the liver, The cases 
of 10 patients are presented and the re- 
sults discussed. 

These two operative methods represent 
all the possibilities of intrahepatoducto- 
enterostomy in cases of complete destruc- 
tion of the extrahepatic biliary ducts. 


RIASSUNTO 


L’autore descrive la tecnica per eseguire 
l’intraepaticodottogastrostomia e |’intra- 
epaticodottodigiunostomia con resezione 
del segmento anteromedialle del lobo si- 
nistro del fegato. Vengono presentati e 
discussi dieci casi personali. 

Questo metodo operatorio consente di 
eseguire la intraepaticodotto enterostomia 
in ogni caso di distruzione completa dei 
dotti biliari extraepatici. 


RESUME 


L’auteur décrit la technique opératoire 
d’une intra-hépato-ducto-gastrostomie et 
d’une_ intra-hépato-ducto-jéjunostomie, 
avec resection du segment antéro-médial 
lu lobe hépatique gauche, Dix cas sont 
présentés et discutés. 

Ces méthodes opératoires présentent 
toutes les possibilités d’une intra-hépato- 
ducto-entérostomie dans les cas de destruc- 
tion compléte des voies biliaires extra- 
hépatiques. 
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RESUMEN 


> 


Los autores describen una técnica de 
hepatogastroanastomosis y de hepatoye- 
yunoanastomosis, con reseccién de la parte 
anterointerna del lébulo hepatico izquier- 
do. Se presentan y comentan diez casos. 

Mediante estos métodos quirltirgicos se 
cubren las posibilidades de hepatoentero- 
anastomosis en los casos de destruccién 
completa de la via biliar extrahepatica. 


SUMARIO 


Os autores descrevem a técnica de per- 
furcéo de uma _ intrahepatoductogastro- 
stomia e de uma intrahepatoductojejuno- 
stomia, com ressec¢cao do segmento 
anteromedial do lobo esquerdo do figado. 
Apresentam e discutem os casos de 10 pa- 
cientes, 

Esses métodes operat6rios se apresen- 
tam com tédas as possibilidades da intra- 
hepatoductoenterostomia nos casos de 
destruicéo completa dos ductos biliares 
extrahepaticos. 


ZUSAM MENFASSUNG 


Die Verfasser beschreiben die Technik 
zur Herstellung einer Anastomose zwisch- 
en den intrahepatischen Gallengangen und 
dem Magen oder Jejunum mit Resektion 
des vorderen medialen Segments des linken 
Leberlappens. Zehn Krankheitsfalle wer- 
den dargestellt und erdrtert. 

Diese Operationsverfahren bieten alle 
MOglichkeiten zur Anlage einer Anasto- 
mose zwischen den intrahepatischen Gall- 
enwegen und dem Diinndarm in Fallen 
von volliger Zerstérung der extrahepa- 
tischen Gallengange. 
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The inoculation of the smallpox was of Mahomedan origin, and was practiced 
on a superstitious principle, long before it was introduced as a rational practice 
in England . . . What tended very much to favor the new operation was the havoc 
that the natural smallpox had made with royal and noble persons. 

—William Wadd, circa 1827 





Saint’s Triad: Hiatus Hernia, Gallstones 


and Diverticulosis 


A Surgical Problem 


I. ARNOLD JAFFE, M.D., AND FERDINAND F. SZABO, M.D.* 
BRONX, NEW YORK 


R. C, J. B. MULLER,! radiologist at 
D the Johannesburg General Hospital, 

first discussed, in 1948, the associa- 
tion of gallstones, hiatus hernia and diver- 
ticulosis as a triad, with a description of 3 
cases. He called these three entities Saint’s 
triad. Dr. Muller’s introductory paragraph 
reads as follows: “During last year Prof. 
Saint of Cape Town mentioned to me dur- 
ing a discussion about doub!e pathology, 
the association of hiatus hernia, sacculi of 
the colon and gallstones. Its prognostic im- 
portance in avoiding unwarranted treat- 
ment and the wide differential diagnosis 
from a host of pulmonic, cardiac and ab- 
dominal conditions, makes this triad of 
practical as well as academic interest.” 

Brombart, Goutkine and Laurent? men- 
tioned 3 cases in 1950. Palmer® in 1951 
reviewed the records of 31 patients with 
hiatus hernia at the Walter Reed Army 
Hospital. In each of these patients the in- 
vestigation included the gallbladder, the 
colon and the upper part of the gastroin- 
testinal tract. Among these he found 5 
with Saint’s triad. Wissmer,‘ in 1951, also 
reported 11 cases. Berardinelli® reported 
another case in 1952, and Delannoy® dis- 
cussed the surgical management of 1 case 
in 1953. 

Palmer,’ in 1955, reported 24 cases of 
Saint’s triad from the gastrointestinal 
clinic of Walter Reed Army Hospital. 
These cases were among those of 170 pa- 


From the second surgical division of Fordham Hospital. 
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tients with hiatus hernia. Palmer pointed 
out that there may have been many more, 
for the cases were investigated as the clin- 
ical situation dictated. In 18 of the 24 re- 
ported cases the patients were treated 
surgically, with a total of 30 operations. 
In 16 of the 18 patients the first surgical 
effort was directed at the gallbladder. 
Only one was cured, and 9 were not helped 
at all. Nine underwent a second operation 
for repair of the hiatus hernia. This time 
6 were cured or helped. Palmer consid- 
ered it significant that disease of the gall- 
bladder was first suspected, first looked 
for, first diagnosed and first treated, yet 
was only infrequently the cause of the 
patient’s illness. 

Of 25 patients with hiatus hernia ad- 
mitted to the Second Surgical Division of 
Fordham Hospital from Jan. 1, 1953, 
through June 1, 1956, there were 2 with 
Saint’s triad. There may have been more, 
for the patients were investigated only as 
the clinical situation dictated. Of the 23 
remaining patients with hiatus hernia, 6 
had diverticulosis as well, and in 4 others 
the gallbladder could not be visualized 
by cholecystographic studies. 


‘ 
REPORT OF CASES 


CASE. 1.—A. S., a 57-year-old white woman, 
was admitted to the hospital because of hema- 
temesis. The past history revealed hemateme- 
sis and tarry stools one year earlier. The 
patient had an intolerance to fatty food. 
Physical examination on admission, Jan. 11, 
1954, showed her to be obese. The abdomen 
was pendulous and soft, with no palpable 
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masses. The value for hemoglobin was 5.5 
Gm.; the red blood cell count was 2,000,000 
per cubic millimeter, and the urine was nor- 
mal. The value for blood urea nitrogen was 
13 mg., and that for blood sugar 100 mg., per 
hundred cubic centimeters. A gastrointestinal 
series taken on January 26 was reported as 
follows: “Hiatus hernia. No gastric lesion. 
Duodenal bulb small and contracted, but no 
ulcer niche or crater demonstrated. About 10 
per cent gastric retention at six hours. Sev- 
eral biliary calculi noted.” Esophagoscopic 
examination performed on February 5 re- 
vealed no pathologic condition. The patient 
was given multiple blood transfusions, and on 
February 15 the hiatus hernia was repaired. 
The operation was performed by a left tho- 
racic approach; the left seventh rib was re- 
sected, the sac imbricated and the crura 
approximated. The patient did well and was 
discharged on March 1. 


She was readmitted on March 11 for melena 
of one day’s duration. The value for hemo- 
globin was 9.9 Gm. The blood chemical values 
were normal. A gastrointestinal series taken 
on March 12 was reported as follows: “No 
evidence of hiatus hernia, no gastric or duo- 
denal lesion, with 10 per cent retention in five 
hours.” The esophagram was normal. Bleed- 
ing apparently stopped, and the patient was 
discharged on April 3. 

This patient was repeatedly admitted to the 
hospital at intervals of about three to four 
months, for severe melena. A typical admis- 
sion was that of August 30, 1954. The value 
for hemoglobin was 6.1 Gm. and the red blood 
cell count 2,400,000 per cubic millimeter. The 
level of blood urea nitrogen was 12 mg. per 
hundred cubic centimeters. The prothrombin 
time, the platelet count and the clotting and 
bleeding times were normal. Hemolysis of red 
cells began at 0.48 per cent and was completed 
at 0.40 per cent. The value for total proteins 
was 5.6 mg., and the albumin-globulin ratio 
was 1:1. The bromsulfalein test showed 1 per 
cent retention at forty-five minutes. The 
esophagram was normal. A gastrointestinal 
series taken on September 2 was reported as 
follows: “No lesion in the stomach. There is 
a small diverticulum in the second portion of 
the duodenum.” A cholecystogram revealed a 
large calculus of the gallbladder. Gastroscopic 
examination (September 13) revealed no ab- 
normality. The patient was given multiple 
blood transfusions, with improvement. Sig- 
moidoscopic study on September 15 revealed 
no abnormality, and a barium enema on Sep- 
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tember 16 revealed diverticulosis of the trans- 
verse, descending and sigmoid portions of the 
colon. The last admission of this woman oc- 
curred on Jan. 26, 1956, again for melena. 
Complete examination showed no other patho- 
logic condition than had previously been ob- 
served, and the patient was discharged to the 
outpatient department on February 8. 

CASE 2.—S. D., a 40-year-old white woman, 
was admitted to the hospital on April 30, 1956, 
complaining of severe abdominal pain of two 
days’ duration. This attack began with severe 
pain in the right upper quadrant of the abdo- 
men, radiating to the back and accompanied 
by nausea and vomiting. The patient had had 
attacks of colic for the past two years. Physi- 
cal examination showed marked tenderness in 
the right upper quadrant of the abdomen, with 
no rigidity. There were no palpable masses in 
the abdomen. The urine was normal. The 
value for hemoglobin was 12.7 Gm., and the 
white blood cell count was 7,400 per cubic mil- 
limeter, with a normal differential count. The 
value for blood urea nitrogen was 14 mg., and 
that for blood sugar 90 mg. per hundred cubic 
centimeters. The results of liver function tests 
were as follows: bromsulfalein, 3 per cent re- 
tention in 45 minutes; total protein, 6.4 mg. 
per hundred cubic centimeters. The albumin- 
globulin ratio was 1.1:1. The cholesterol- 
cholesterol ester ratio was 224:175. The elec- 
trocardiograph was normal. A _ gallbladder 
series taken on May 3 was reported as show- 
ing small nonopaque calculi. A gastrointestinal 
series taken on May 4 revealed a large hiatus 
hernia. A barium enema revealed diverticulo- 
sis of the sigmoid and descending portions of 
the colon. Cholecystectomy was performed on 
May 11 and a gallbladder containing multiple 
calculi was removed. The postoperative course 
was uneventful, and the patient was dis- 
charged on May 28. She was last examined 
on June 16 and reported that she felt well. 


These cases are presented with the kind permission of 
Dr. A. B. Sullivan, director, Second Surgical Division, Ford- 
ham Hospital. 


COMMENT 


Coexisting diseases of the abdomen pre- 
sent a diagnostic and therapeutic problem. 
Among these Saint’s triad (hiatus hernia, 
gallstones and diverticulosis) is important, 
Palmer’ recorded an incidence of 14 per 
cent in 170 patients with hiatus hernia at 
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the Walter Reed Army Hospital. It would 
appear, therefore, that Saint’s triad is 
common in patients with hiatus hernia. 
Palmer concluded that if a patient with a 
hiatus hernia has either gallstones or di- 
verticulosis, there is an excellent chance 
that the third disease is present as well. 

The relation between the component le- 
sions of the triad and the clinical picture 
may be hard to evaluate, since the symp- 
toms of the individual lesions may mimic 
each other. It is important, however, to 
determine how much each lesion is con- 
tributing to the total picture of illness. To 
do so may prevent unwarranted treatment. 


SUMMARY 


Saint’s triad (hiatus hernia, gallstones 
and diverticulosis) is described. Aware- 
ness that Saint’s triad is common in pa- 
tients with hiatus hernia may help in 
avoidance of unwarranted treatment. 

The relation between the component 
conditions that make up the triad and its 
clinical picture may present some difficulty 
in evaluation, the symptoms of each hav- 
ing a tendency to simulate those of the 
others. It is nevertheless important that 
the role each condition is playing in the 
total picture should be identified. 

Two cases are reported. In the first 
case, repair of a hiatus hernia failed to 
cure the patient; in the second, cholecys- 
tectomy brought about a good result. 


RESUME 


La triade de Saint (hernie du hiatus, 
calculs biliaires et diverticulose) ets dé- 
crite. La connaissance du fait que la triade 
de Saint est courante chez les malades 
porteurs d’une hernie du hiatus peut aider 
a éviter une thérapeutique inadéquate. 

Deux cas sont rapportés. Dans le pre- 
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mier la réparation de la hernie n’a pas 
guéri le malade; dans le second, la cho- 
lécystectomie a donné un bon résultat. 


RIASSUNTO 


Viene descritta la triade di Saint: 
ernia dello hiatus, colecistite calcolosa e 
diverticolosi. La nozione che la triade di 
Saint é frequente nei portatori di ernia 
hiatale giova ad evitare una cura inadatta. 

Ne vengono riferiti tre casi: nel primo 
lintervento diretto sull’ernia dello hiatus 
non ebbe successo; nel secondo, invece, si 
ebbe un buon risultato con la colecistec- 
tomia. 


ZUSAM MENFASSUNG 


Es wird die Saintsche Trias (Hiatusher- 
nie, Gallensteine und Divertikulose) be- 
schrieben. Wenn man daran denkt, dass 
Kranke mit einer Hiatushernie oft die 
Saintsche Trias aufweisen, kann man 
unzweckmassige Behandlung vermeiden. 

Es wird iiber zwei Fille berichtet. Im 
ersten brachte die Reparatur einer Hiatus- 
hernie keine Heilung, im zweiten fiihrte 
die Gallenblasenresektion zu gutem Erfolg. 


SUMARIO 


A triade de Santo (hérnia hiatal, pedras 
na vesicula e diverticulose) é descrita. O 
conhecimento de que a triade de Santo é 
comum em pacientes com hérnia hiatal, 
pode auxiliar a evitar tratamento desacon- 
selhavel. 

Dois casos sao relatados. No primeiro 
caso, o reparo da hérnia hiatal falhou em 
curar 0 paciente; no segundo, a colecistec- 
tomia deu bom resultado. 
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1951. 


War may bring a reversion to the primitive problems of surgery, but is the work, 
therefore, less scientific or less valuable? It were truer to say that war brings a 
return to the foundations of surgery; and just as no nation can be great which has 
no pride in its history, so no art or science can remain healthy or progressive which 
does not from time to time review the foundations of its structure. The basis of 


surgery is the treatment of wounds and injuries, for even the most delicate operation 
of the super specialist, perfected by yearly improvements and daily repetition into a 


work of fine art, is nevertheless an injury, a wound which must heal. In treating 
the wounded, the war surgeon is learning the art of his profession, the capacity to 
assess surely, decide quickly and act confidently, the readiness to subject his own 
interests to those of the patient, the ability to work as a member of a team for the 
common good. In observing the reaction of the body to injury he is returning to 
the groundwork of all surgical science. And in studying these processes with care- 
ful precision, recording what he observes and not what he is told should or does 
happen, in applying to each method that he uses the same critical standards, he is 
conducting research in the highest sense. For research means inquiry, and inquiry 
into the limits of the known demands no less industry, no less discrimination, no less 
originality than inquiry into the unknown. When we pause to switch the torch of 
investigation, which has been turned solely into the darkness ahead, to light the path 
behind and the land of each side of us, we learn not only of the way we have come 
and the place where we stand; we learn more of where we are going and what is the 


best way to get there. 
—Ogilvie 





Congenital Absence of the Gallbladder in Man 


Report of a New Case 


N. N. IOVETZ-TERESCHENKO, F.R.C.S. (Eng.), F.R.S.M., F.1.C.S.* 
DACCA, EAST PAKISTAN 


HE presence of a gallbladder is a 
"[ tapiea characteristic of vertebrate 

animals (Gorham and Ivy'*). It is 
normally absent, nevertheless, in the 
adults of an impressive number of spe- 
cies; far more than the nine species of 
birds, seventeen of fish and twenty-six of 
mammals listed by Mentzer in 1929.2? Oc- 
casionally it may also be abnormally ab- 
sent in otherwise normal adults of species 
in which it is usually present. 

Scammon, in 1916,’ presented a clear 
and classic description of the three differ- 
ent types of development of the biliary 
tract observed in vertebrates lacking a 
gallbladder in the adult, as represented by 
Petromyzon (the lamprey), Columba (the 
pigeon) and Cricotina (the rat). 

In man, bile is secreted continuously and 
at the rate of 20 ml. per kilogram of body 
weight per twenty-four hours (Gorham 
and Ivy, 19381»). It is the function of the 
gallbladder to concentrate and store the 
bile and to release it when it is needed for 
digestion. 

Congenital absence of the gallbladder in 
man has always been considered rare 
(Aird, 1949*). The first recorded case was 
reported by Lémery Le Fils in 1701.5 Ac- 
counts of many more cases have been pub- 
lished since. Bower,® in 1928, collected 67 
reported cases and added 1 more. Dixon 
and Lichtman,’ in 1945, listed 30 cases re- 
ported before 1900 and 50 after 1900, 
adding 10 additional cases to the list. Lati- 
mer, Mendez and Hage,’ in 1947, reported 
3 new cases and accepted 71 of the cases 
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previously recorded as genuine instances 
of congenital absence of the gallbladder as 
distinguished from atresia or atrophy, 
Kobacher,® in 1950, reported 2 cases in 
which the patients were sisters and sug- 
gested that the defect, if such it is may be 
hereditary and familial. (The possibility 
had already been considered and men- 
tioned by Lémery Le Fils in reporting his 
case.) 

A short but reasonably thorough search 
of the literature shows that from 1947 to 
1955 no fewer than 29 new cases of this 
anomaly were reported: Santos-Cuyngem 
and de Padua, 1948 ;!° Penteado de Castro, 
1948 ;11 Timoney, 1948;'? Villareal, 1948 ;1° 
Zimmerman, 1948 ;'* de Andrade and Pen- 
nad de Azevedo, 1949;!5 Atay and Karaca, 
1949 ;16 Hillemand, Rosentiel and Brule, 
1949;!7 Lamprecht, 1949;1§ de Yeo and 
Castronuove, 1950;'* Labbé and Pettigrew, 
1950 ;2° Kobacher, 1950;° Schmorell, 
1950 ;7! Sharpe, 1950;22 Pasmal, 1951;?% 
Rains, 1951;*4 Belloso, 1952;25 Caylor, 
1952 ;°* Kanof, Donovan and Berner, 
1953 ;27 Lima, 1953 ;°8 Malmstrom, 1953 ;?° 
Pablos, 1953 ;3° Echegaray, 1954;3! Gavin- 
ska-Ostrowska and Alichniewicz, 1954;°? 
Goldenberg, 1954;*? Nevill, 1954;°4, and 
Polivy and Sachs, 1954.%5 No cases re- 
ported for 1955 were discovered, although 
further reports would probably be found 
in a really exhaustive search, 

The following case is reported as an ad- 
ditional instance of congenital absence of 
the gallbladder in man. Since a few liver 
function tests were performed on two sep- 
arate occasions, it is thought worth while 
to record the laboratory data. 
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REPORT OF CASE 


A 49-year-old East Indian, male, was ad- 
mitted to the hospital on Oct. 11, 1953, com- 
plaining of sudden severe pain in the upper 
part of the abdomen. The attack had begun 
on the previous night, i.e., about twenty-four 
hours earlier, and the pain was growing stead- 
ily worse. He had had several similar attacks 
in the past year or two, but none as severe as 
the one that brought him to the hospital. 

The patient looked decidedly ill. The upper 
part of the abdomen was rigid, with tender- 
ness in the epigastrium and under the right 
costal margin. There was no tenderness on 
rectal examination. 

A tentative diagnosis of perforated duodenal 
ulcer was made, and the patient.was prepared 
for operation. Through a right upper rectus- 
splitting incision, it was observed that the 
peritoneal cavity contained no free fluid or air. 
The stomach and duodenum were normal. The 
vermiform appendix adhered from its tip to 
the greater omentum and was acutely kinked, 
but not inflamed. Since the gallbladder was 
neither palpable nor visible, the incision was 
deliberately enlarged until the undersurface 
of the liver and the free margin of the lesser 
omentum were clearly visible. No trace of a 
gallbladder could be found. The hepatic and 
bile ducts appeared normal. The incision was 
closed in layers in the usual manner. 





Test Result 
Hemoglobin 74% 
Group B 
Laughlen Negative 


Urine Bile and Bilirubin pres- 
ent; Urobilinogen absent 


Positive 
Positive +++ 
Positive ++ 

















Van den Bergh 
Takata-Ara 
Hanger’s cephalin 
cholesterol 
Thymol turbidity 
Icterus index 


Serum alkaline 
phosphatase 


Serum bilirubin 

Total serum proteins 
Serum albumen 2.8% 
Serum globulin 3.45% 
Albumen-globulin ratio 0.8/1 


Bromsulfthalein excretion 


After 5 minutes 55% dye retention 
After 30 minutes Dye retention nil 

















8.76 modified Bodansky 
units 

1.75 mgms./100 ce. 

6.25% 





























SEPTEMBER, 1956 


On October 14 diarrhea and jaundice devel- 
oped. The tests, shown in the table below, 
were performed between that date and Octo- 
ber 22. 

On October 19 the jaundice began to subside 
and there was no more diarrhea. 

On October 26 a cholecystogram was taken 
and revealed no shadow that could possibly 
have been an intrahepatic gallbladder. 


On November 3 the patient was discharged, 
as the incision was soundly healed and there 
was no jaundice. He was asked to return in 
one month. 

When he was seen on December 2 he felt 
and looked perfectly healthy. Clinical exam- 
ination revealed no abnormal physical signs. 
There was no jaundice. 

The Takata-Ara reaction was still 3 plus 
positive and the thymol turbidity reading was 
8 units. Unfortunately he refused to undergo 
any further tests and has not returned for fur- 
ther follow-up as requested. This suggests 
that he continues to feel well. 


SUMMARY 


A case of congenital absence of the gall- 
bladder in man, discovered during an 
emergency operation, is reported in some 
detail, after a brief review of the litera- 
ture on the subject. 


CONCLUSIONS 


Since well over 100 cases of congenital 
absence of the gallbladder in man have 
been collected in a far from exhaustive 
search of medical literature, this condition 
does not appear to be excessively rare, as 
was hitherto believed. 

For comparison, Robinson (1952) ** was 
able to collect only 69 cases of congenital 
absence of the vermiform appendix. 

Talmadge (1938)*7 estimated, on the 
basis of 18,350 postmortem examinations, 
that the incidence of true congenital ab- 
sence of the gallbladder in man is approxi- 
mately 0.065 per cent. 

One could almost speculate as to whether 
homo sapiens as a species is beginning to 
lose his gallbladder or, on the contrary, 
has almost acquired it. 
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The condition is apparently less rare 
than it has hitherto been considered. 


RESUME 


Un cas d’agénésie congénitale de la vési- 
cule biliaire chez un homme, découvert 
durant une opération a chaud, est décrit 
aprés une bréve revue de la littérature. 

Cet état est considéré comme plus fré- 
quent qu’on ne |’a cru jusqu’aé ce jour. 


RESUMEN 


Se comunica con cierto detalle un caso 
de agenesia congénita de la vesicula biliar 
en el hombre. Fué descubierta durante 
una operacién de urgencia. Se menciona 
literature sobre el tema. 

Dicha anomalia no es tan rara como se 
creia. 


RIASSUNTO 


Viene riferito in dettaglio un caso di 
assenza congenita della colecisti in un 
uomo sottoposto ad un intervento d’ur- 
genza, e viene passata rapidamente in 
rassegna la letteratura sull’argomento. 


L’affezione € meno rara di quanto si 
creda. 


ZUSAM MENFASSUNG 


Nach einem kurzen Ueberblick iiber die 
einschligige Literatur wird ziemlich aus- 
fiihrlich iiber einen Fall von kongenitalem 
Fehlen der Gallenblase am Menschen be- 
richtet. Die Abwesenheit des Organs 
wurde wahrend einer Notoperation ent- 
deckt. 

Es wird angenommen, dass die Anoma- 
lie nicht so selten ist wie man bisher ge- 
glaubt hat. 


SUMARIO 


Um caso de auséncia congénita da vesi- 
cula biliar em homem, descoberta durante 


IOVETZ-TERESCHENKO: ABSENCE OF GALLBLADDER 


te uma operacdo de emergéncia, é relatado 
com certes detalhes, depois de ligeira re- 
visaéo da literatura. 

A condicéo é considerada menos rara do 
que se acreditou até agora 
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William Stewart Halsted is an unusual example of the egomaniac temperament 
who achieved supreme success in an art which usually demands that its exponents 
shall be openhearted and forgetful of themselves . . . His large, old house in Baltimore 
was full of antique furniture and rugs beautifully arranged, and he would permit no 
form of heating except wood fires made up of white oak logs of specified dimensions. 
When guests came for dinner, they were treated to the ritual of his coffee-making 
which consisted of the picking out with surgical forceps the most likely beans, and 
culmincting in a brew which his friends said kept them awake for days and nights 
following. His need for private ceremonial became so oppressive that dinner parties 
were finally abandoned, and the doctor and his wife lived each a self-centered life 
in their large mansion, she on the third floor, he on the second, and they rarely vis- 
ited friends. Whenever they could, they went to a country place among the moun- 
tains of North Carolina where Mrs. Halsted loved to ride and grow flowers under 
the tall trees, and there her husband could relax too as was impossible for him in the 
city. 

Dr. Halsted was most particular about his silk hat, his suits tailored in London. 
His boots had to be made only out of leather from a particular portion of the ani- 
mal’s side, and Halsted would inspect every new pair with his usual myopic concen- 
tration, and very often the boots would be sent back to the maker because they failed 
to reach his requirements. No washerwoman in Baltimore was good enough to 
launder his shirts, and he sent them regularly to Paris where he felt artistic satisfac- 
tion could be guaranteed though the Parisian blanchisseuses probably washed those 
precious shirts in the waters of the Seine. 

—Williams 
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ney, particularly renal agenesis, 

aplasia and hypoplasia, have always 
attracted the attention of urologists be- 
cause of the perplexing problems involved 
in their diagnosis and treatment. The re- 
cent refinements in urographic diagnostic 
procedures and the improvements in oper- 
ative technics have resulted in more fre- 
quent identification of these anomalies. 

The purpose of this paper is to present 
a brief discussion of the clinical and path- 
ologic features of congenital renal aplasia 
as distinguished from renal agenesis and 
hypoplasia and to report 2 unusual cases 
of calcified cystic degeneration of the ves- 
tigial remnant associated with the afore- 
mentioned anomaly. 

Definition. —Considerable confusion and 
controversy prevail in the literature with 
regard to the exact nature of the congeni- 
tal anomalies of renal structure as indi- 
cated by the wide variety of terms used 
to describe the same or different anom- 
alies. Since each of three principal anom- 
alies of the structure, i.e., agenesis, aplasia 
and hypoplasia, possess special clinical 
and pathologic significance, a precise 
knowledge of the different conditions is 
essential to a complete understanding of 
the subject. The distinguishing clinical 


Ces, pectic anomalies of the kid- 
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and pathologic features of these three 
anomalies are listed in the accompanying 
table. 

Renal Agenesis.—This anomaly is char- 
acterized by complete absence of nephro- 
genic tissue on one side and is due to 
failure or faulty development of the neph- 
rogenic elements of the Wolffian duct 
(ureteric bud) and the primitive analage 
of the permanent kidney (metanephric 
blastema). Consequently the kidney, the 
ureter and the corresponding half of the 
trigone of the bladder are absent. The 
suprarenal gland on the agenetic side is 
also absent. The mullerian duct on the 
agenetic side may be absent or may under- 
go faulty development resulting in anoma- 
lies of the female genital organs. On the 
contralateral side, the congenital solitary 
kidney shows a pronounced increase in size 
and functional capacity due to embryonic 
compensatory hypertrophy. The solitary 
kidney is usually in the normal position 
but occasionally occupies an ectopic or 
crossed position. The diagnosis is made 
by cystoscopic, retrograde pyelographic 
and/or excretory urographic investiga- 
tion. 

Congenital Hypoplasia.—This anomaly 
is characterized by a diminutive reniform 
organ two to six times smaller than the 
opposite congenital hypertrophied mate. 
It is attributed to subnormal or defective 
growth of the permanent metanephrogenic 
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elements (i.e., ureteral bud and metaneph- 
ric blastema) and/or defective develop- 
ment of the permanent blood supply. The 
outstanding architectural features are (1) 
there is a decided reduction in the amount 
of cortical tissue; (2) there is faulty de- 
velopment, distortion or absence of the 
medullary tissue; (3) the renal pelvis is 
reduced in size, being either long or nar- 
row or a simple bulbous (hydronephrotic) 
dilatation, and (4) the calyces are notably 
smaller and frequently abnormally rotated, 
or they may be rudimentary or absent. 
Histologically the glomeruli and tubules in 
the cortical zone appear normal but re- 
duced in total number, whereas the tubu- 
lar elements in the medullary zone are 
incompletely developed or rudimentary. 
The ureter is smaller in caliber but patent 
throughout. The adrenal gland is present 
and of normal size. The vascular pedicle 
is situated normally but is reduced in size 
and often reveals sclerotic changes in the 
walls of the vascular components, which 
may be responsible for the hypertension 
occasionally observed in children and ado- 
lescents with this anomaly. The diagnosis 
is readily established by excretory or 
retrograde urography and differential 
functional studies of each kidney. 

The most striking feature of renal 
hypoplasia is the marked decrease, both 
quantitative and qualitative, in the excre- 
tion of dyes (indigo carmine and phenol- 
sulphonphthalein). When the opposite 
hypertrophied kidney is removed for any 
reason whatsoever, the hypoplastic kidney 
is incapable of carrying the entire excre- 
tory burden because of its physiologic de- 
ficiency and its inability to undergo com- 
pensatory hypertrophy. In the latter 
circumstance the clinical picture is that 
of gradual and progressive renal insuffi- 
ciency with a fatal termination. 

Renal Aplasia.—This anomaly is char- 
acterized by a total lack of definite ana- 
tomic form and physiologic function. It 
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is the result of an early embryonic failure 
or cessation of development of the analage 
of the permanent kidney and ureter. Some 
writers, including myself,! have considered 
the aplastic kidney an extreme variety of 
the hypoplastic kidney. The following ana- 
tomic features serve to differentiate the 
aplastic from the hypoplastic type: (1) 
the aplastic kidney is smaller, more rudi- 
mentary, and devoid of any definite shape; 
(2) it is composed of a small irregular 
mass of fibrolipomatous tissue surrounded 
by perirenal fat and situated in the renal 
fossa or its vicinity; (3) histologic study 
may reveal a scant amount of embryonic 
glomeruli or tubules surrounded by dense 
fibrous or fibrolipomatous tissue with a 
varying amount of sclerotic, hyaline or 
calcific change in the tubular elements and 
stroma or total absence of nephrogenic 
elements; (4) the renal pelvis and calyces 
are absent; (5) the ureter which is usu- 
ally a poorly devoloped or cordlike struc- 
ture in the upper two-thirds and incom- 
pletely developed, atrophied or dilated in 
the lower third, and (6) the vascular 
pedicle is usually absent or represented by 
a thin sclerotic artery derived from the 
suprarenal artery. There is no evidence 
of excretory function in the aplastic kid- 
ney as determined by ureteral catheteriza- 
tion or excretory urographic study. 

The aforementioned anatomicopatho- 
logic and physiologic changes are observed 
in the aplastic kidney in infants and chil- 
dren. In adolescents and adults the aplas- 
tic kidney may exhibit marked cystic de- 
generation. The cysts vary ‘in number 
from one to twenty-five and in size from 
that of a pinhead to that of a hen’s egg. 
They are scattered throughout the vestig- 
ial remnant, producing an irregular lobu- 
lated, nontender, movable mass palpable 
in the upper abdominal quadrant or in the 
loin. As a rule the mass is smaller than 
the normal kidney, but occasionally it may 
be one or two times larger. Not infre- 
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quently the scattered cysts present the 
appearance of a bunch of grapes. The in- 
dividual cysts are held together by loosely 
arranged strands of connective tissue. 
Their fluid content is yellow or brown, and 
they are non-urinous; frequently they con- 
tain mucous or colloid material. Hyaliniza- 
tion, calcification, cartilage formation and 
ossification have been reported as appear- 
ing in the walls of the cysts or in fibrous 
tissue between them. The absence of a pel- 
vocalyceal system, the loss of cortical and 
medullary architecture and failure to dem- 
onstrate intercommunication between the 
cysts or a communication with a portion 
of the pelvocalyceal system or ureter indi- 
cate that the underlying process is a de- 
velopmental defect and not a hydrone- 
phrotic process. 


In the past, cystic degeneration has not 
been generally associated with renal 
aplasia by the urologist or the pathologist. 
Consequently the condition has been re- 
ported in the literature as unilateral mul- 
ticystic kidney? or retroperitoneal cyst of 
metanephric origin® or has been incor- 
rectly diagnosed as congenital cystic hypo- 
plasia,* unilatera] polycystic disease,® uni- 
lateral multilocular cyst® and multiple 
simple cysts.” i 

The term “unilateral multicystic kid- 
ney” was first employed by Schwartz?* in 
1936 to describe an irregular lobulated 
multicystic mass removed from a seven- 
months-old infant. In 1955 Spence 2» col- 
lected 15 cases and added 4 of his own. 
Similar cases have also been reported by 
Rosenow,® Galken,® Ultzman,’° Burkland™ 
(Case 2), and Buchert and Moore.*4 The 
anatomic, pathologic and histologic fea- 
tures in these cases are exactly similar to 
those encountered in cases of cystic de- 
generation of a congenital aplastic kidney. 

On the other hand, congenital polycystic 
disease should be readily distinguished 
from cystic degeneration of the aplastic 
kidney by its many unique features: (1) 


ABESHOUSE: CONGENITAL RENAL APLASIA 


bilaterality, (2) inheritable tendency, (3) 
preservation of reniform shape, (4) pres- 
ence of pelvis and calyces, which are dis- 
torted by the cysts, (5) intact ureter, (6) 
presence of well developed vascular ped- 
icle, (7) normal, compressed or atrophied 
glomeruli or tubules interspersed between 
the cysts, (8) a honeycomb or spongelike 
appearance (of the infantile type) due to 
myriads of small cysts more or less uni- 
form in size, (9) countless number of 
cysts (in the adult type) varying in size 
from that of a pea to that of a hen’s egg, 
and (10) the characteristic pyelographic 
signs, i.e., shortening, obliteration, com- 
pression or elongation of the calyces with 
peculiar oval or crescent rounded outline 
and compression, distortion, and displace- 
ment of the renal pelvis. 

The multilocular cystic kidney may be 
readily distinguished from cystic aplasia 
by the following points: 1, The cystic proc- 
ess is confined to one portion of an other- 
wise normal kidney. 2. The large cysts are 
subdivided or partitioned, with resulting 
formation of a lobular cyst. 3. Pyelograph- 
ically the cystic process produces a local- 
ized compression of some portion of the 
pelvocalyceal system. Multiple serous cysts 
likewise occur in an otherwise normally 
developed kidney and produce similar pye- 
lographic changes in the pelvocalyceal 
system. 


Etiologic Factors.—Readers interested 
in the embryologic factors involved in the 
development of renal aplasia, agenesis and 
hypoplasia are referred to the excellent 
contributions of Gutierrez,'2 Nation and 
Mallard.‘* Further discussion of this 
phase of the subject will be omitted except 
to state that there is no evidence to sup- 
port the contention of the German writers 
that these congenital anomalies are due to 
defective development of the pronephros, 
the most primitive kidney of early embry- 
onic life. 


Pathogenesis.—There is no unanimity 
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of opinion with regard to the pathogenesis 
of the cyst formation associated with renal 
aplasia. The most logical explanation is 
“failure of union between the nephrogenic 
elements of the ureteral bud and meta- 
nephric blastema” (Hildebrandt!®). The 
development of true unilateral or bilateral 
polycystic disease can be explained by the 
same theory, but most authors attribute 
the cyst formation to “persistence of the 
vestigial structure” (Kampmeier'*). It is 
generally agreed that the formation of a 
multilocular cyst and multiple serous 
cysts is due to the “acquired combination 
of localized renal tubular blockage and 
vascular obstruction (ischemia)” as sug- 
gested by Hepler.?’ 


Pathologic Picture——The aplastic kid- 
ney of an infant or a child is an irregular 
formless mass of fibrolipomatous tissue, 
surrounded by perirenal fat and situated 
in the renal fossa somewhat closer to the 
midline. This vestigial remnant is firm 
or stony hard, weighs from 2 to 12 Gm. 
and is 6 to 12 cm. long and 2 to 3 cm. wide. 
Usually, when the mass is divested of the 
perirenal fat, no true renal parenchyma is 
detected, but in an occasional case a very 
small nubbin of parenchyma has been 
observed. 

On cross section, the cut surface reveals 
a diffuse fibrous mass with a varying 
amount of fatty infiltration. No recogniza- 
ble parenchyma or pelvocalyceal system is 
detected. In most cases the portion of ure- 
ter attached to the vestigial mass is a 
small, thin cordlike structure about 3 to 
10 cm. long. The middle third of the ureter 
may be absent or atresic, and the lower 
third appears as a rudimentary tubular 
structure. In an occasional instance the 
entire ureter may be present as a small, 
thin patent tube. 

The microscopic observations are pa- 
thognomonic. .There may be a total ab- 
sence of cortical and medullary element or 
a scant number of rudimentary tubules 
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and glomeruli. In the latter type the 
tubules are small, atrophic structures lined 
with simple columnar or low cuboidal epi- 
thelium. The rare glomeruli show ad- 
vanced sclerotic or hyaline changes. These 
rudimentary tubules and glomeruli are 
devoid of physiologic function and are 
surrounded by a diffuse, dense fibrous 
stroma containing scattered, small, con- 
tracted blood vessels and occasional foci of 
hyaline and/or calcium deposits. Round 
cell infiltration and scarring are not infre- 
quently noted and are indicative of chronic 
infection. In a few cases, considerable 
dilatation of the tubular elements has been 
observed. 

The aplastic kidney with cystic degen- 
eration is usually encountered in the adult. 
The kidney mass has an irregular lobu- 
lated appearance, resembling a bunch of 
odd-sized grapes. The cysts are separate 
and discrete, bound together by thick 
strands or masses of fibrous tissue. The 
walls of the cysts, which are lined with 
low cuboidal or flat epithelium, vary in 
thickness from 1 to 3 mm. and are com- 
posed of fibrous tissue. Localized and dif- 
fuse degenerative (hyaline and calcific) 
and metaplastic (cartilaginous and osse- 
ous) changes have been described as oc- 
curring in the walls of the cysts in elderly 
patients, 

I have collected 16 cases of extensive 
calcification of cysts in aplastic kidneys'® 
and in this article report 2 personal cases. 
Ossification in the walls of renal cysts has 
been reported in 4 cases,!® including my 
own Case 1. Scattered deposits of calcium 
have been observed in histologic sections 
of the cyst wall (though not discernible in 
the roentgenograms) in 4 cases” and car- 
tilage formation in the cyst walls in 2.7! 
The pathogenesis of these degenerative 
and metaplastic changes are of special in- 
terest from a clinical and pathologic stand- 
point and warrant further discussion. -: 

Calcification of the renal substance is 
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an infrequent, though not uncommon, 
pathologic observation and has been the 
subject of much clinical and experimental 
study. Renal calcification occurs in two 
main forms, metastatic and dystrophic. 
The metastatic variety is associated with 
a wide variety of diseases that are accom- 
panied by hypercalcemia but not neces- 
sarily by a renal lesion. The dystrophic or 
nonmetastatic type is the more common 
variety and is associated with chronic 
destructive, degenerative or vascular dis- 
ease of the kidney. The localized calcium 
deposits in the cyst walls or fibrous stroma 
and the diffuse calcification of the cyst 
walls in the adult type of aplastic kidney 
belong in the latter category. The impor- 
tant factor is the presence of local retro- 
gressive changes, i.e., fatty infiltration, 
fibrosis, ischemia, necrosis, hyalinization, 
ete., rather than variations in the physio- 
logic levels of the calcium salts in the blood 
or the tissue fluids. The degree of calcifi- 
cation is influenced to some extent by the 
degree of vascularity, the enzymatic 
changes in the tissue and the availability 
and concentration of calcium salts, 

The formation of bone or cartilage in 
the kidney is rare and indicates a meta- 
plastic change resulting from the develop- 
ment of osteogenetic properties in undif- 
ferentiated connective tissue cells (fibro- 
blasts). The experimental studies of 
Blessig,2? Saccerdotti and Fratten,?? Cec- 
carelli,24 Strauss,25 Neuhoff,2° Phemis- 
ter,27 Huggins”® and others have estab- 
ished the fact that certain physiologic 
conditions are essential to the formation 
of bone in the kidney. 

Incidence.—Unilateral renal aplasia is 
a relatively common lesion and is observed 
in persons of all ages. Guterriez!? in 1935 
reviewed a combined series of 92,690 au- 
topsies and reported the relative frequency 
of aplasia as 1 in 400, that of hypoplasia 
as 1 in 600 and that of agenesis as 1 in 
1,600. Campbell* in 1954 reported the in- 
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cidence of aplasia to be somewhat lower, 
i.e., 94 cases in 51,880 autopsies (1:552). 
Smith and Orkin*' encountered only 7 
cases of aplasia among 471 congenital 
renal anomalies observed in 18,460 consec- 
utive hospital admissions (1 in 3,845). I 
have encountered only 4 cases of congen- 
ital renal aplasia among 512 congenital 
renal anomalies (5,600 urologic admissions 
and 110,000 general hospital admissions 
to Sinai Hospital during the ten-year pe- 
riod from 1945 to 1955). 

The incidence of this lesion is probably 
greater than the figures indicate. Un- 
doubtedly many more cases will be added 
when an accurate definition and classifica- 
tion of renal structural anomalies has been 
universally established and the anomaly is 
correctly identified more frequently at 
operation or by pathologic study. 


The anomaly has no predilection for 
either sex or side. Although the aplastic 
kidneys devoid of cystic degeneration are 
observed more commonly in infants and 
children, multiple cystic changes have 
been reported as occurring in this same 
age group. Secondary degenerative (cal- 
cific) and metaplastic (cartilaginous or 
osseous) changes are more frequently ob- 
served in the adult. 


Clinical Picture. — No characteristic 
symptom complex is associated with uni- 
lateral renal aplasia. In the majority of 
cases there are no symptoms referable to 
the genitourinary tract, and the diagnosis 
is established during a routine urographic 
study or at autopsy. In a few cases the 
aplastic kidney may be accompanied by 
one or more of the following symptoms: 
dull pain, fever, malaise, urinary infection 
or hypertension, which may occur at any 
age. In an occasional case the pain may 
be so distressing and severe as to require 
nephrectomy for relief. The pathogenesis 
of the pain cannot always be clearly estab- 
lished, but it has been attributed to the 
pressure of the fibrolipomatous mass on 
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Differentiation of Renal Hypoplasia, Aplasia and Agenesis from an Anatomic, 
Clinical, Pathologic and Radiographic Standpoint 





Hypoplasia 


Aplasia 


Agenesis 





Terminology 


Fetal, infantile or rudi- 
mentary kidney; congen- 
ital, primary or relative 
atrophy 


Unilateral multicystic kid- 
ney; Congenital multiple 
cystic kidney; Congenital 
aplasia; Renal aplasia 


Total agenesis; Congenital 
absence of kidney; Congeni- 
tal solitary kidney; Unilat- 
eral solitary kidney 





Size 


Small (1/3 to 1/6 size of 
normal kidney) 


Diminutive 2-3 cm. 


Absent 





Shape 


Reniform, bean-shaped 


Fibrolipomatous mass, 


fibrous, irregular, diminutive 


Absent 





Renal cortex 


Normal 


Scant amount of embryonic 
glomeruli or total absence 


Absent 





Renal 
Medullary 


Normal or absent 


Scant amount of embryonic 
tubules or total absence 


Absent 





Cystic 
degeneration 


None 


One or more cysts, 
hyalinization, calcification 
of walls 


Absent 





Renal pelvis 


Rudimentary or 
hydronephrotic 


Absent 


Absent 





Renal calyces 


Bizarre size and shape, 
or absent 


Absent 


Absent 





Renal pedicle 


Normal position; small 


No true pedicle; occasional 
aberrant artery 


Absent 





Renal ureter 


Patent 


Upper portion absent; 
lower portion rudimentary 
or incompletely developed, 
not patent 


Absent 





Ureterovesical 


orifice 


Normal position 


Normal 


Absent on affected side 





Interureteric 
ridge 


Normal 


Normal 


Absent on affected side 





Trigone 


Normal 


Normal 


Absent on affected side 
or distorted 





Opposite kidney 


Hypertrophied 


Hypertrophied 


Hypertrophied; 10% are 
ectopic or malrotated; and 
of bizarre shape 





Urine secretion 


Normal or diminished 


None 


None 





Renal function 


Diminished 


None 


None 





Phthalein 


Normal appearance time; 
total excretion diminished 


None 


None 





Urea excretion 


Total excretion diminished 


None 


None 





Plain plate 


Small outline of kidney 


No outline of kidney 


No outline 





Excretory 
urogram 


Diminutive outline of 
pelvis and calyces 


No excretion of dye 


No excretion 





Retrograde 
pyelogram 


Diminutive outline of 
pelvis and calyces 


‘Dye may fill lower end of 


ureter and pass back 


Negative 





Urographic 
diagnosis 


« 


Positive 


Presumptive 


Presumptive 





Associated 
anomalies 


Uncommon 


Uncommon 


Common—70% female 
genital tract; 20% male 
genital tract 





Adrenal 


Present 


Present 


Absent on agenetic side 
in 75% 
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the nerve endings or on the ureter, or to 
the pressure and tension of the accumu- 
lated fluids within the cyst or its pressure 
on adjacent tissue. The pain is not infre- 
quently accompanied by nausea, vomiting, 
abdominal] distention and other gastroin- 
testinal symptoms due to displacement or 
pressure on the bowel by the irregular, 
lobulated cystic mass. Fever and malaise 
may be associated with the infection in 
the rudimentary tissue or within the cystic 
cavities. This may be independent of or 
associated with an infection in the lower 
part of the urinary tract, perhaps orig- 
inating in the aplastic kidney and extend- 
ing downward to the bladder through a 
patent ureter or during a transitory period 
when the ureter communicates with the 
pelvis and bladder. Hypertension has 
been noted by Nation" in 16 patients with 
aplasia. 


Physical examination usually gives en- 
tirely negative results in the presence of a 
small aplastic kidney. The larger cystic 
type of aplastic kidney may be palpable 
as an irregular, lobular, nontender, mov- 
able mass in the renal area on the affected 
side. In many. cases the ~ contralateral 
hypertrophied kidney may also be pal- 
pated, 


Cystoscopic study is of great value in 
diagnosis of the different renal structural 
anomalies. If agenesis is present, the ure- 
teral orifice and the corresponding half of 
the trigone on the affected side are absent. 
In cases of aplasia and hypoplasia, both 
ureteral orifices usually appear to be nor- 
mal in size, shape and position, and the 
trigone is normally developed. In an occa- 
sional case of aplasia, the ureteral orifice 
on the affected side is poorly developed 
and appears as a dimple. In most cases of 
aplasia a catheter can be passed up the 
ureter on the affected side for a varying 
distance (2 to 12 cm.), but no urine is ob- 
tained. Several cases of aplasia accom- 
panied by infection have been reported in 
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which urine was passed down the con- 
tracted ureter at irregular intervals, de- 
spite the fact that the catheter became 
obstructed a short distance above the ure- 
teral orifice. In cases of hypoplasia, a 
voiding cystogram not infrequently re- 
veals a dilated ureter and an atrophic 
kidney with a dilated pelvis. 


Excretion tests with indigo carmine and 
phenolsulphonphthalein have considerable 
value in differentiating these anomalies. 
In the presence of aplasia or agenesis, no 
dye is excreted on the affected side. The 
hypoplastic kidney usually excretes the 
phenolsulphonphthalein promptly (within 
five to seven minutes), but a fifteen or 
thirty minute collection discloses a marked 
reduction in the amount of dye excreted 
(1 to 3 per cent), which is insufficient to 
sustain life in the event that the opposite 
kidney is removed. The urologist should 
never rely solely on the time of appearance 
of the excreted dye as a true indication of 
renal function in any congenital anom- 
alous kidney that may be seriously im- 
paired by inherent faulty development or 
by infection and obstruction. 


Roentgenographic study is an important 
diagnostic aid. With agenesis or aplasia, 
there is no kidney shadow discernible in 
the plain (K.U.B.) roentgenogram. With 
hypoplasia, a small reniform shadow may 
be detected in contrast to the enlarged 
shadow of the contralateral hypertrophied 
mate. When cystic degeneration is a con- 
spicuous feature of an aplastic kidney, the 
faint outline of an irregular lobulated 
mass may be detected. When calcification 
or ossification of the cyst walls is present 
in an aplastic kidney, calcified ring shad- 
ows, varying in size from that of a pea to 
that of a golf ball, may be seen in the renal 
fossa, closer to the midline than the nor- 
mal kidney. 

Excretory urographic study usually re- 
veals prompt excretion of the opaque me- 
dium into a small dilated pelvis, with or 
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without rudimentary calyces in the case of 
a hypoplastic kidney. No dye appears in 
the renal area in cases of aplasia or 
agenesis. 

Retrograde pyelographic study is the 
most useful means of differentiating be- 
tween aplasia and hypoplasia. In the for- 
mer, the ureter usually terminates blindly 
or is completely obstructed in its terminal 
portion at a level of 2 to 12 cm. When dye 
is injected, it fills the lower portion of the 
ureter and is regurgitated into the blad- 
der. In the latter condition, the ureteral 
catheter is readily passed up into the pel- 
vis and the injection of an opaque medium 
reveals a small dilated pelvis, saccular or 
cone-shaped, with absent, rudimentary or 
bizarrely shaped calyces. The small pelvis 
is surrounded by a thinned-out, reduced 
amount of renal parenchyma. The ureter 
of a hypoplastic kidney is smaller in size 
and caliber than the normal ureter and 
appears as a thin tubular structure extend- 
ing from the bladder to the pelvis or calyx 
in a more or less straight line. 

Other roentgenographic procedures, in- 
cluding presacral injection of air and 
aortographic investigation, have also been 
employed. The injection of air adds little 
useful information, but aortographic study 
may supply valuable information with re- 
gard to the size, location and origin of 
the vascular supply of the kidney, particu- 
larly in cases of aplasia and hypoplasia 
accompanied by hypertension. 

It should be emphasized that not infre- 
quently it may be difficult or impossible to 
differentiate clinically between primary 
aplasia or hypoplasia and secondary (ac- 
quired) atrophy of the kidney when. an 
infection, obstruction or vascular disease 
is superimposed upon the anomalous kid- 
ney. In such cases the final diagnosis must 
depend upon a careful gross and micro- 
scopic examination of the removed speci- 
men. 


Differential Diagnosis. — Cystic degen- 
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eration of an aplastic kidney has been 
incorrectly diagnosed as, and must be dif- 
ferentiated from, the following conditions: 
Wilms’ tumor; closed hydronephrosis due 
to obstruction at the ureteropelvic junc- 
ture; retroperitoneal tumor or cyst of non- 
renal origin; mesenteric cyst; calcified 
renal tuberculosis; calcified cysts or hema- 
tomas of the kidney of traumatic origin, 
and cystadenoma of the kidney. A careful 
history and a complete urologic study will 
enable the urologist to establish an accu- 
rate preoperative diagnosis of most of the 
aforementioned diseases. 

Treatment.—No treatment is indicated 
for the asymptomatic patient with either 
of these renal anomalies. When pain, in- 
fection or hypertension is present, removal 
of the kidney and the adjacent ureter af- 
fords complete relief. Before any opera- 
tion is performed, it is imperative that the 
urologist determine the presence of a con- 
tralateral kidney capable of carrying the 
entire secretory burden. 

In most cases of aplasia and hypoplasia, 
the kidney and adjacent ureter may be re- 
moved with relative ease through the 
usual lumbar incision. Some _ writers 
maintain, however, that the transperito- 
neal approach is preferable because it 
permits accurate determination and con- 
trol of the vascular supply, avoids injury 
to the adjacent peritoneum and abdominal 
viscera and permits abdominal palpation 
or exploration of the opposite kidney. 


REPORT OF CASES 


CASE 1.—M. V. S., a white housewife aged 
40, was admitted to the Surgical Service at 
Sinai Hospital on March 14, 1955, with a com- 
plaint of swelling of the mouth of one week’s 
duration. She had had recurrent abscesses of 
the teeth for the past three years and was 
admitted primarily for the extraction of the 
remaining teeth. This was performed without 
incident. She also complained of vague recur- 
rent dull pain in the right upper abdominal 
quadrant, unaccompanied by any serious gas- 
trointestinal symptoms. 
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Physical examination gave negative results 
except for a palpable irregular nontender mass 
in the right loin. The hematocrit reading, 
blood cell counts, blood pressure and blood su- 
gar and urea levels were normal. The sero- 
logic test for syphilis gave a positive result. 
The urinary sediment showed many pus cells 
and an occasional red blood cell, and culture 
of the urine revealed Bacillus proteus, Bacillus 
coli and Streptococcus fecalis. 

A gastrointestinal series, gallbladder visual- 
ization tests and thoracic films revealed no 
abnormality. A plain film of the abdomen re- 
vealed a cluster of three calcified shadows in 
the right upper quadrant. The largest and 
most superior shadow was ovoid, measuring 
7 cm. in length and 3 cm. in width. Two smaller 
shadows, round, and about 3 cm. in diameter, 
were situated below the ovoid shadow (Fig. 
1). Excretory urographic study revealed a 
normal kidney, pelvis, calyces and ureter on 
the left side but no secretion of dye in the 
right kidney area. 

The patient was transferred to the urologic 
service on March 29, at which time cystoscopic 
and retrograde pyelographic studies were per- 
formed. The bladder walls were normal and 
both the ureteral orifices and the trigone ap- 
peared so. A No. 5 F catheter was passed up 
into the left renal pelvis with ease, but a No. 
5 F Foley bulb catheter met an impassable ob- 
struction 3 cm. up in the right ureter. Retro- 
grade pyelographic study revealed a normal 
left kidney pelvis, calyces and ureter. On the 


Fig. 1 (Case 1).—Eight-minute film (excretory 
urogram) showing normal left kidney pelvis and 
calyces. No dye was excreted by the right kidney. 
Three calcified cystic shadows are seen in the 
right kidney area as indicated by arrows. 
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Fig. 2.—Section showing groups of vestigial tubu- 
lar structures lined in part by pseudostratified 
tall cuboidal epithelium. 


right side dye was injected under pressure and 
appeared to become extravasated around the 
tip of the catheter at the level of the right 
ischial spine. A tentative diagnosis was made 
of (1) congenital nonfunctioning kidney 
(right) of the aplastic type with atresia of 
the ureter and (2) calcified cystic degenera- 
tion of right aplastic kidney. 

On April 5, total excision of the retroperi- 
toneal calcified cystic mass was carried out 
through a typical curved lumbar incision. At 
operation, a small renal vein and no renal 
artery and no ureter were found. The conva- 
lescence was uneventful and patient was dis- 
charged on April 13, 1955. 

Pathologic Report (Dr. Tobias Weinberg). 
—tThe gross specimen consisted of a congen- 
ital aplastic kidney containing three calcified 
cysts, apparently the result of arrested devel- 
opment in the metanephric stage (Fig. 2). The 
kidney mass measured 8 by 5.5 by 4 cm. The 
largest cyst measured 6 by 4 by 3 cm., and the 
other cysts varied from 0.3 to 1.8 cm. in diam- 
eter. The cyst contents were semiliquid and 
contained many cholesterol crystals. The cysts 
were separated by a network of fibrolipoma- 
tous tissue. A cordlike rudimentary ureter was 
attached to this mass for a distance of 3 cm. 

Microscopic sections through the cyst wall 
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Fig. 3.—Section through cyst wall, showing a 

broad band of osseous tissue covered on both the 

inner and the outer aspect by compact, somewhat 
acellular connective tissue. 


showed a varied appearance. In some areas 
there were aggregates of vestigial tubular 
structures lined by either single layer or by 
pseudostratified tall cuboidal epithelium (Fig. 
2). There were also scattered small cysts. All 
the cysts were encased in a dense collagenous 
fibrous tissue. There were foci of calcium dep- 
osition as well as of osseous tissue formation 
(Fig. 3). 

CASE 2.—J. S., an unmarried white man, 
aged 78, a retired clerk, was admitted to the 
urologic service of Sinai Hospital at 6 p.m. on 
Sept. 18, 1955, because of acute retention of 
urine for thirty hours. Symptoms of prosta- 
tism had been present for the past five years. 
Examination disclosed a distended bladder and 
benign hypertrophy of the prostate (Grade 
III). Catheterization was attempted but was 
unsuccessful, and an emergency suprapubic 
cystotomy was performed. Urethrographic 
studies were made three days later and dis- 
closed an obstruction in the membranous por- 
tion of the urethra. Filiforms and a No. 16 
follower were passed. On September 19 cysto- 
scopic and cystographic studies were per- 
formed and revealed trilobular hypertrophy, 
with numerous cellules and trabeculations. 
The right ureteral orifice was normal in size 
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and position, but the left ureteral orifice did 
not admit a catheter. A plain film of the ab- 
domen showed a calcified oval mass measuring 
3 by 4 cm. in the left kidney area, with several 
smaller calcified ringshaped masses above it 
(Fig. 4). The bones of the pelvis showed con- 
siderable sclerosis due to Paget’s disease. Ex- 
cretory urographic studies revealed an essen- 
tially normal right renal pelvis and calyces 
from a functional and architectural stand- 
point. No dye appeared in the left kidney area 
in thirty minutes. On October 5, translumbar 
aortographic study revealed a normal vascular 
pattern in the right kidney and complete ab- 
sence of the left renal vascular pattern. On 
the following day presacral air injection 
showed no gas in the left renal area. 

On October 11 a perineal prostatectomy was 
performed. The perineal wound was slow in 
healing, owing to scar tissue at the vesical 
neck, which was resected transurethrally on 
November 15. The patient was discharged on 
November 21, with the wound entirely healed 
and with perfect control of urine. 

The patient refused to permit a renal ex- 
ploratory operation to determine the exact 
nature of the calcified cystic mass in the left 
renal area. Consequently, the diagnosis of cal- 
cified cystic degeneration in an aplastic kidney 
in this case must be regarded as presumptive, 
since it is based on cystoscopic, urographic 
and aortographic data and is not supported by 
pathologic and histologic studies of the speci- 
men. 


Prognosis.—Since aplasia, with or with- 


Fig. 4.—Plain film showing a large calcified sha- 

dow in the left kidney area and several smaller 

calcified cystic areas (indicated by arrows) situ- 
ated above the large cyst. 
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out cystic degeneration, is a unilateral 
condition, removal of the vestigial mass 
offers an excellent lasting prognosis. 


CONCLUSIONS 


A critical analysis of the literature on 
congenital renal aplasia, with and without 
cystic degeneration, and of the knowledge 
gained from a detailed study of 2 cases of 
calcified cystic degeneration of a congen- 
itally aplastic kidney warrants the follow- 
ing conclusions: 

1. There is definite need for an exact 
definition of the three important congen- 
ital anomalies of renal structure, i.e., 
agenesis, hypoplasia and aplasia, to enable 
the urologist and pathologist to diagnose 
and classify the cases properly. 

2. The distinguishing clinical and path- 
ologic features of renal agenesis, hypo- 
plasia and aplasia permit an accurate 
differential diagnosis. 

Special emphasis is placed on the devel- 
opment of cystic degeneration in an aplas- 
tic kidney. This condition has also been 
described as multicystic or congenital 
cystic hypoplasia. and not -infrequently 
confused with unilateral polycystic kidney 
and multiple serous cysts of the kidney. 

The pathogenic and pathologic aspects 
of calcification, ossification and cartilage 
in the walls of the cystic type of aplastic 
kidney are discussed in detail. The author 
has collected 16 cases of calcification of a 
cystic aplastic kidney and adds 2 personal 
cases. 


CONCLUSIONS 


Les conclusions suivantes résultent d’une 
analyse critique de la littérature sur 
laplasie rénale congénitale (avec ou sans 
dégénérescence kystique), et des connais- 
sances asquises grace a ]’étude detaillée de 
deux cas de dégénérescence calcifiée kys- 
tique de’un rein aplasique congénital : 

1. Une définition exacte des trois anom- 
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alies importantes de la structure rénale 
(agénésie, hypoplasie et aplasie) ets néces- 
saire afin de permettre a l’urologiste et au 
pathologiste le diagnostic et la classifica- 
tion des cas. 

2. Les traits cliniques et pathologiques 
distinctifs de l’agénésie, de l’hypoplasie et 
de l’aplasie rénales permettent un diagnos- 
tic différentiel précis. 

L’auteur insiste particuliérement sur 
l’évolution de la dégénérescence kystique 
du rein aplasique. Cet état a aussi été dé- 
crit comme une hypoplasie polikystique ou 
hypoplasie kystique congénitale, et fré- 
quemment confondu avec le rein polikys- 
tique unilatéral et les kystes séreux mul- 
tiples du rein. 

Les aspects pathogéniques et patholo- 
giques de la présence d’une calcification, 
d’une ossification ou de cartilage dans les 
parois du rein aplasique du type kystique, 
sont longuement discutés. L’auteur a 
réuni 16 cas de calcification de reins 
kystiques aplasiques, auxquels il ajoute 
deux cas personnels. 


CONCLUSIONI 


Viene fatt auna rassegna della lettera- 
tura sull’aplasia renale congenita associata 
oO no a degenerazione cistica. Sulla base di 
questi dati, e con l’esperienza di due casi 
personali studiati in dettaglio, si giunge 
alle seguenti conclusioni: 

1. E’ necessario definire con esattezza 
tre importanti anomalie congenite del rene, 
e cioé l’agenesia, la ipoplasia e |’aplasia, 
allo scopo di consentire agli urologi una 
esatta classificazione di ogni caso. 

2. Le tre condizioni hanno un quadro 
clinico e patologico caratteristico, cosicché 
é possibilie una diagnosi differenziale. 

Una particolare attenzione merita la 
comparsa di una degenerazione cistica in 
un rene aplasico. Questa affezione é stata 
descritta sotto il nome di ipoplasia multi- 
cistica 0 ipoplasia congenita cistica e spes- 
so confusa col rene policistico unilaterale 
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e con le cisti sierose multiple del rene. 

Vengono descritti dettagliatamente gli 
aspetti patogenetici e anatomopathologici 
della calcificazione, dell’ossificazione e della 
comparsa di cartilagine nella parete delle 
cisti del rene aplasico. L’autore ha rac- 
colto 16 casi di calcificazione di rene cis- 
tico aplasico e ne ha aggiunti 2 di per- 
sonali. 


SCHLUSSFOLGERUNGEN 


Die kritische Durchsicht der Literatur 
iiber angeborene Aplasie der Niere mit 
oder ohne zystische Entartung sowie die 
aus einer sorgfaltigen Untersuchung 
zweier Fille von verkalkter zystischer 
Degeneration einer angeborenen aplasti- 
schen Niere gewonnenen Kenntnisse fiih- 
ren zu folgenden Schlussfolgerungen: 

1. Es besteht die unverkennbare Not- 
wendigkeit einer genauen Definition der 
drei wichtigen angeborenen Nieren-ano- 
malien, namlich der Agenesie, Hypoplasie 
und der Aplasie, um dem Urologen und 
dem Pathologen die spezielle Diagnose und 
Klassifizierung der Falle zu ermdglichen. 

2. Die unterschiedlichen klinischen und 
pathologischen Merkmale der Agenesie, 
Hypoplasie und Aplasie gestatten eine 
genaue Differentialdiagnose. 

Besonderes Gewicht wird auf die Ent- 
wicklung einer zystischen Degeneration 
in einer aplastischen Niere gelegt. Diese 
Veranderung ist auch als multizystische 
oder angeborene zystische Hypoplasie be- 
schrieben und nicht selten mit einseitiger 
polyzystischer Nierenerkrangung und mit 
multiplen serésen Nierenzysten verwech- 
selt worden. Die pathogenen und patho- 
logischen Erscheinungen der Verkalkung, 
Verknécherung und Verknorpelung in den 
Wanden der aplastischen Niere zystischer 
Art werden’ im einzelnen erértert. Der 
Verfasser hat 16 Falle von Verkalkungen 
zystischer aplastischer Nieren gesammelt 
und fiigt zwei Falle aus seiner eigenen 
Erfahrung hinzu. 
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CONCLUSOES 


Uma analise critica da literatura da 
aplasia renal congénita com ou sem de- 
genaracao cistica, e do conhecimento obtido 
por um estudo detalhado de 2 casos de de- 
generacao cistica calcificada de um rim 
congenitalmente aplastico, leva as segu- 
intes conclusées: 

1. Ha necessidade definitiva para uma 
definigéo exata das trés anomalias con- 
génitas da estrutura renal, isto é, agenesia, 
hipoplasia e aplasia, para capacitar o 
urologista e o patologista para diagnosti- 
caram e classificarem adequadamente os 
casos. 

2. As feigdes patolégicas e clinicas dis- 
tintas da agenesia renal, hipoplasia e 
aplasia, permitem um diagnéstico diferen- 
cial acurado. 

Enfase especial é colocado no desenvol- 
vimento da degeneracao cistica em um rim 
aplastico. Essa condicao foi descrita como 
hipoplasia cistica congénita ou multicistica 
e nao infrequentemente confundida com 
rim policistico unilateral e multiplos cistos 
serosos do rim. 

Os aspectos patogénicos e patolégicos da 
calcificacéo, ossificagéo e cartilagem nas 
paredes do rim aplastico do tipo cistico sao 
discutidas em detalhe. O autor coligiu 16 
casos de calcificacao de um rim aplastico 
cistico e acrescenta 2 casos pessoais. 
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While Edwin Chadwick was showering circulars upon local Boards of Health, 
unaware that the days of his power were nearly over, a group of amateur projectors 
had organized a nursing home or private hospital intended for indigent gentlefolk. 
They had secured premises in the superior residential district of Harley Street, 
Marylebone, London, and they had appointed their superintendent, a young woman 
in her thirties. She would live in the house, and supervise the arrangements for 
nursing, strictly of course under the orders of the executive committees, of which 
there happened to be two, one of ladies and one of gentlemen. What a capable 
person they had found. A wonderful manager. And, quite surprisingly, a lady. The 
results were excellent. Daily expenditure was kept down, new ways found to 
economize, a complete revolution in patients’ dietary, and a tendency for spiritual 
flirtations between the curate and the nurses nipped in the bud. Her secret was sim- 
ple and efficacious. The Lady Superintendent believed that when a thing was to be 
done, she could best do it herself, so she labelled mixtures in the drug cupboard, 
regulated the gas stove, wrote cheerful letters to the patients’ friends, she saw that 
the servants performed their duties, above all, she had managed the committees so 
well that, especially the gentlemen, they ate out of her hands . . . Florence Nightin- 
gale had fought hard to be allowed to do this indescribably wonderful work. 

—Williams 





A New Operative Technic for the 


Treatment of Prostatic Tumors 
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HE surgical treatment of prostatic 
" [hypertrophy has taken, at various 

times, various historic directions, 
according to the triple choice of approach: 
canalicular, perineal and hypogastric. Al- 
though the first must be considered occa- 
sionally artificial and entirely palliative, 
the two others, which have positive and 
definite value, are in accordance with the 
anatomotopographic and anatomopatho- 
logic actualities. 

On the basis of experience with thou- 
sands of patients, I have always consid- 
ered the hypogastric approach preferable 
to any other—first, because of its simply 
regulated technic, easily performed and 
adaptable to any type of patient; second, 
because of the minimum operating time it 
requires, and third, because of its opera- 
tive and postoperative benefits, both ana- 
tomic and functional whether considered 
from the point of view of the immediate 
effect or from that of the long-term results. 

In the hypogastric operation I have 
found the intravesical technic, fundamen- 
tally the extirpation technic of Fuller and 
Freyer, universally practical and success- 
ful. By adding the modifications suggested 
by Marion, the French professor of urol- 
ogy—operation in two stages and the use 
of tampon plugging—I have been able, in 
my own practice, to obtain an overall mor- 
tality rate not exceeding 2 per cent. 

Posterior modifications in the hypogas- 
tric approach have culminated in a method 
that might well be given the name of the 
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great English surgeon Millin, who devised, 
completed and promulgated it. Following 
essentially the hypogastric technic, it has 
an intracanalicular variation that might be 
called hypogastric-extravesical and has 
received the support of most contemporary 
urologists. I have performed it in many 
hundreds of cases, however, without being 
convinced of its superiority to the modified 
Freyer technic, performed in one stage 
and supplemented by transfusions and 
antibiotic therapy. In fact, the more fa- 
miliar I have become with Millin’s opera- 
tion the more I prefer the modified Freyer 
procedure and the more strongly I am con- 
vinced that it is superior to operation by 
the perineal approach. 

To evaluate the advantages of the hypo- 
gastric-vesical operation, one must isolate 
the elements forming its operative and 
postoperative equation, considering (a) 
the favorable aspects and (b) the dubious 
or negative aspects. Then, having elim- 
inated the latter by modifications of the 
technic, one can so analyze the problem as 
to justify one’s claim to having devised a 
new and better operation. 

a. Favorable Aspects. — 1. The Freyer 
operation is the only one that permits com- 
plete removal of the tumor. If necessary, 
bimanual action is employed, with rectal 
support and perineal suspension. Extirpa- 
tion is vesicoureteral, and the enucleation 
is done en bloc and not partially. 

The tumor is easily separated from the 
lateral prostatic wall but not so easily 
from the vesical neck. Under the trigonal 
floor it appears as a mass surrounded by 
the sphincter encircling the periurethral 
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glands. The technic permits one to avoid, 
in most cases, leaving small lobules sep- 
arated from the tumor mass, which may 
easily occur with other types of interven- 
tion. 

2. The Freyer procedure can be rapidly 
performed, which is its paramount value; 
no other technic permits so thorough an 
enucleation in so short a time. 

3. As a result of bimanual intervention, 
enucleation in the Freyer operation is easy 
to achieve. The fingers of the enucleating 
hand, cleaving the vesical neck obliquely, 
controls completely and en masse the dou- 
ble vesical protuberance and the urethral 
protuberance of the adenoma. (Positive 
difficulties may be encountered in dealing 
with the pure types of fibrous and muscu- 
lar syndrome [secondarily adenomatous] 
associated with so-called disease of the 
vesical neck, and in these circumstances 
Millin’s operation is preferable.) 


4. Loss of blood during the operation is 
easily controlled by simple dressings, and, 
owing to the shortness of the operating 
time, is minimal; it does not even approach 
the loss of blood that occurs with Millin’s 
procedure. In the Freyer technic, what 
blood is lost at operation comes from two 
areas. The first is intraurethral, and loss 
of blood occurs when the adenoma is sep- 
arated from the prostatic wall. The source 
of greatest hemorrhage one encounters in 
this region is the point of union of the 
posterosuperior angles of the prostatic 
wall and the posterior aspect of the vesical 
neck, supplied by two branches of the 
prostatovesical arteries; this can be ob- 
served readily by a surgeon performing 
Millin’s operation. There is another vesi- 
cocervical branch in contact with the more 
or less accentuated cleavage of the vesical 
cervical mucosa, but the former, which, 
being more abundant and generally arte- 
rial, may cause the loss of many grams of 
blood in a short time, can be easily con- 
trolled by dressings, while the latter, giv- 
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ing rise to the less intense venous type of 
hemorrhage, cannot be controlled by ure- 
thral dressings, though it may be stopped, 
when well localized, by simple pressure 
with a compress for some minutes. 

5. Postoperative loss of blood, which 
occurs during the first twelve hours (and 
in some cases is important—e.g., when the 
bladder and prostate are enlarged and 
hypertension is present), supposing the 
hematologic situation to have been well 
controlled beforehand, is generally far less 
severe than that associated with other 
operations, such as the Millin procedure. 
With them the extent of the hemorrhage 
is usually obscured by continual washing. 
Only exceptionally does the Freyer opera- 
tion, if skillfully done, require the employ- 
ment of a blood transfusion. 

6. The peritoneal reflexes remain unal- 
tered, Only infrequency does one encoun- 
ter, as one often does with Millin’s 
procedure, the syndrome of subperitoneal 
reaction as a result of loss of blood or 
urine in the prelateral or the laterovesical 
areas. 

7. The anatomic and functional morbid- 
ity rate, both immediate and late, is low. 
This refers to the syndrome of micturi- 
tion; the procedure does not result in im- 
mediate dysuria and has a favorable effect 
on polyuria; it preserves the lumen of the 
posterior portion of the urethra, which is 
sometimes much narrowed after the use 
of other technics. In addition, it conserves 
the permeability and contractility of the 
vesical neck, which after other procedures 
is transformed into a fibrous ring or pre- 
sents a valvular obstruction. 

b. “Negative Aspects.——1. The Freyer 
operation has been criticized as a “blind 
operation,” which actually it is not, since 
exact control is obtained by the bimanual 
technic. 

2. It is said to produce lacerations in 
certain zones of the vesical mucosa, which 
it does not if the surgeon keeps his finger 
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exactly against the lobes to be enucleated 
and if the posterior face is completely 
cleared and the work is done precisely 
under the trigonal floor. 

3. Certain critics have also maintained 
that neither operative nor postoperative 
hemorrhage can be well controlled if there 
is a large vesical protuberance or if hyper- 
tension is present, with strong tensional 
oscillations, either during or after the 
operation. This is not true if the dressings 
are properly applied and pressure is main- 
tained continuously for the period required 
by my technic. 

4. The permanence of the pack in the 
prostatic cavity is said to cause pain and 
desire to micturate, with vesical contrac- 
tions and radiation of the pain to the peri- 
neal region. This is, of course, a valid and 
important objection, even when one neu- 
tralizes the pain by large doses of stilbe- 
strone during retention of the pack. 

5. Pain is caused also by withdrawal of 
the pack. This is another valid objection. 

6. Some claim that convalescence and 
the closing of the bladder are slow and that 
the patient is kept too long in bed. This 
was valid with regard to the original 
Freyer technic, but I have been able, 
through my modifications of the procedure, 
to bring the process to an end and the pa- 
tient to his feet with a closed bladder in 
three weeks or less. 


7. Some critics maintain also that drain- 
age from the floor of the bladder is incom- 
plete and that permanently infected urine 
is left after the operation. This applies to 
other procedures and has no significance 
as a criticism of the technic here presented. 


Surraco Technic. — My own technic is 
directed toward retaining the real ana- 
tomic and functional advantages of Frey- 
er’s operation and meeting the objections 
I have mentioned as valid. It solves all 
problems connected with (1) technic and 
operating time; (2) control of hemor- 
rhage; (3) simplicity of operation; (4) 
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suppression of pain; (5) quick closure of 
the bladder, and (6) shortening of the 
time the patient must spend in bed. 

Time Schedule: Each patient is prepared 
for the operation by preliminary attention 
to coagulation and hemostasis. Two days 
before operating I give him two daily in- 
jections of calcium chloride, and during 
the operation, if necessary, I employ blood 
transfusions. These, however, are not re- 
quired in dealing with the urethral type, a 
small prostate, a small prostatic neoplasm 
or the syndrome of disease of the vesical 
neck. Preferably the operation itself is 
performed in one stage; if more than one 
is required, I mobilize the bladder, in ad- 
vance, from the parietal area and the pos- 
terior face of the pubis. 

Actual Technic: The approach to the 
hypogastric wall and the vesical area is 
made by (a) a cutaneous incision along 
the median line, extending to the aponeu- 
rotic plane; (b) a paramedian incision of 
the anterior sheath of the rectal capsule, 
and (c) inward separation of the pyram- 
idalis, care being taken not to cut the 
lower points of its insertion of its capsule 
into the prepubic area and to preserve the 
pubic bone so as to leave a pivot that will 
resist posterior closure of the aponeurosis, 


As I have more than once insisted in my 
works on regional anatomy and on my 
discovering my personal method of vesical 
approach, it is a technical mistake to cut 
the white line and enter deeply through 
it, as is usually done. With other proce- 
dures, separation of the rectus muscles is 
generally allowed, and the aponeurotic col- 
umn of resistance represented by the white 
line is destroyed; therefore, an aponeu- 
rotic diastase remains in the scar, with 
immediate or almost immediate progres- 
sive eventration. 

The rectus is separated outward and 
freed from the posterior aspect of its 
sheath. 


The umbilical prevesical cavity is opened 
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to expose the umbilical allantoid plate 
without entering Retzius’ space. 

The umbilical allantoid plate is torn to 
expose the highest portion of the anterior 
aspect of the bladder. 

The bladder is opened at this highest 
point. This incision is made as short as 
possible by separating the ends with for- 
ceps. 

* The following points are representative 
of my own modifications: 

The prostate is enucleated by the bi- 
manual Freyer-Marion method, if possible 
as a single mass surrounded by the intra- 
glandular sphincteric fibers. Above all, 
effort is made to prevent tearing the ves- 
ical mucosa, which causes profuse venous 
hemorrhage, some degree of which, at this 
point, is inevitable in spite of the dress- 
ing. 

In 1925 I published in the Journal of 
Neurology (No. 4) an article entitled 
“Prostatism, Prostatectomy and the Ure- 
thral Closing,” in which I developed the 
thesis that enucleation could be done by 
dissecting the adenoma from the flat 
sphincterian envelope that covers it, and 
that this would result in a narrower open- 
ing of the enucleation cavity, and less lac- 
eration of the mucosa of the vesical neck, 
which would simplify hemostasis and 
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shorten the time required for packing and 
continuous compression. 

The enucleation cavity is completely 
packed, as though the pack were to be per- 
manent. The packing is followed by con- 
tinuous manual pressure, which is the 
basis of my modification of the technic and 
upon which the success of the operation 
depends. The packing should be accurately 
completed under the posterior aspect of 
the vesical neck, for it is in this area that 
vesicoprostatic arterial branches are pres- 
ent bilaterally and are the most important 
sources of hemorrhage produced by the 
surgical trauma of enucleation. By finger 
pressure within the bladder (see illustra- 
tion, A) I press against this packing the 
whole posterior aspect of the vesical neck, 
mobilizing the trigone to exert stronger 
and more constant pressure. This maneu- 
ver is aided by support from the right 
hand. To strengthen the pressure, the sur- 
geon may introduce into the bladder the 
end of a gauze strip similar to that used 
for packing, applying it strongly against 
the operative field, pushing forward and 
downward the entire vesical neck and the 
trigone. This is the fundamental point in 
my technic. Such compression, properly 
applied for the length of time, will insure 
the success of the operation, complement- 
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ing and justifying all the steps leading up 
to its employment. 

It is based on the fact that at the mo- 
ment of enucleation a large bleeding sur- 
face is revealed, containing arteries, espe- 
cially in the interior lateral aspects of the 
vesical neck—an area capable of produc- 
ing massive venous hemorrhage, lessened 
or accentuated according to the extent to 
which the vesical mucosa has been torn. 
Immediate packing to fill the cavity and 
manual pressure against this bleeding sur- 
face, applied as aforedescribed and con- 
tinued for the length of time required to 
accomplish coagulation, is vital. Pressure 
must never be used for less than fifteen or 
twenty minutes; it may need to be main- 
tained for twenty or twenty-five and occa- 
sionally for thirty or forty minutes. 

In most cases continuous pressure for 
fifteen to twenty minutes is sufficient. If 
complete hemostasis is obtained, it will 
hardly be necessary to repeat the process 
when the packing is removed. 

On the other hand, strict control must 
be maintained in the following instances: 

a. When the prostate is large and causes 
strong vesical protuberance, especially if 
it is everted through the half-open vesical 
neck. 

b. When hypertension is present, espe- 
cially when strong tensional oscillations 
are observed during the operation, or when 
the tension rises under transfusion or as 
a result of the use of vascular and humoral 
stimulants. 

c. When the prostate causes vesical pro- 
tuberance, congestion is marked and hema- 
turia or urethrorrhagia is present. 

d. When a prostate that causes extreme 
vesical protuberance is strongly retained, 
or when the patient has a generally con- 
gestive diathesis or has not been kept at 
rest with an indwelling catheter for a suf- 
ficient length of time. 

Only after fifteen or twenty minutes of 
continuous pressure is it possible to inspect 
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the bottom of the vesical cavity. For this 
purpose I introduce into the bladder the 
Marion trivalvular separator, and by its 
light pass a long nipper with a piece of 
gauze (see illustration, B). This will clean 
the bladder and can be drawn up to the 
dressing plane. If the gauge comes out 
soaked with fluid blood, pressure is re- 
peated. If it carries coagulum only, or if 
it comes out clean, the final maneuver can 
be undertaken. 

Removal of the Packing: The packing is 
drawn out very slowly, the condition of 
the resulting breach being repeatedly 
checked by means of new examination 
packs. When it is favorable I remove the 
gauze entirely; if at some moment the ex- 
amination pack comes out with fluid blood, 
I cease withdrawing the gauze and watch 
the field for a moment before proceeding. 
If this happens continuously, or if hemor- 
rhage occurs, I insist upon renewed con- 
tinuous pressure for as long as may be 
necessary. All these precautions make it 
possible to remove the packing after a 
short time and always under the same con- 
trol (see illustration, C). 


Packing Materials: I have introduced 
an important variation in the procedure 
by performing tamponage of the prostatic 
cavity with wicks of certain kinds of pa- 
per, the coagulating properties of which 
are known. Among these, I find ordinary 
sterilized toilet tissue outstanding. It is 
easy to handle; it is made of cellulose pulp 
obtained from pine and poplar, and it is 
processed in such a manner that it has long 
fibers. In addition, it contains no resinous 
material. All these characteristics com- 
bine to make it well adapted to the sur- 
faces with which I place it in contact, and, 
as has been stated, it has a strong coagu- 
lating power. 

I have used this paper in two ways: 
first, by placing it inside the gauze strips 
commonly used, where, once dampened by 
the blood, it can exert its coagulating 
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power; second (and better), by applying 
it directly to the bleeding surface of the 
prostatic cavity. By this means, and be- 
cause of the more intimate contact, I pro- 
vide the best possible environment for its 
coagulating qualities to exert their influ- 
ence. The result is striking. No sooner has 
the cavity been filled with balls of this 
paper, and continuous pressure exerted 
thereon for a suitable interval, than the 
emergence of blood from the vesical open- 
ing ceases entirely. 


The paper is prepared for use by plac- 
ing several sheets together, pleating them 
and then rolling them into balls of differ- 
ent sizes. These are tied circumferentially 
around both diameters with linen thread, 
one end of which is kept long for control- 
ling the insertion and withdrawal of the 
ball (see illustration, C). 


After enucleation of the prostate I pro- 
ceed as I have indicated for the use of 
gauze packs, placing the paper balls into 
the cavity until it is entirely filled. Bi- 
manual compression, intravesical and rec- 
tal, is then exerted for the fifteen or twenty 
minutes stipulated. Withdrawal of the 
paper balls is then undertaken, in reverse 
order; i.e., the last ball inserted is the first 
to be withdrawn, etc. This can be facili- 
tated by marking the withdrawal thread 
with knots in numbers corresponding to 
the sequence of insertion. 


If it is desirable to narrow the vesical 
orifice, I insert a Freyer-Marion tube. The 
parietal plane is closed by my technic of 
approach. The upper part of the rectus 
sheath is closed by approximating the 
severed edges of its anterior face. The 
same rectus sheath is closed inferiorly by 
joining the external severed edge of this 
same face to the pyramidal capsule, which 
has been kept intact. Thus, in the final 
cicatrization of the wound, there is left a 
powerful plane of hypogastric resistance, 
resting upon the median aponeurotic line, 
which also has been left entirely intact. 
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In most of my cases the Freyer-Marion 
tube is left in place for twenty-four hours 
when there has been no bleeding from the 
beginning of the postoperative period. 
This applies especially when the prostate 
is small and the urethrovesical protuber- 
ance moderate; when the prostate is neo- 
plastic but small, and in the presence of 
a fibrotic vesical neck. 

After twenty-four hours, then, I remove 
the hypogastric drain and insert an in- 
dwelling catheter, not exactly at the same 
point but a little higher in the bladder, in 
order to prevent small coagulations from 
obstructing it. On the following day this 
is removed and the area is washed. On 
the second day of catheterization the tube 
is placed 2 or 3 cm. away from its former 
position, and from that moment the blad- 
der will be virtually closed. If there has 
been no interruption of the drainage, clo- 
sure may be considered complete and the 
urethral catheter withdrawn seven days 
later. 

The following advantages are gained: 

My parietal approach and the brief op- 
erating time it requires enable me to re- 
spect the anatomic and functional integ- 
rity of the wall, thus preventing what is 
a common occurrence with other technics 
—section of the white median aponeurotic 
line, which provokes eventration immedi- 
ately after the operation or a little later. 

The control of hemorrhage, that bete 
noir of all surgical procedures, is within 
the surgeon’s power. To reemphasize the 
main points, this is accomplished by the 
following steps: 

Complete packing of the cavity and 
continuous pressure of the vesical neck 
and the trigone against the zone of enu- 
cleation, and maintenance of the pres- 
sure for a period never under fifteen 
minutes, sometimes twenty minutes and, 
in exceptional cases, thirty or forty min- 
utes. 

Inspection of the floor of the bladder 
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before removing the packing. This is 
done by introducing, by means of the 
light of the Marion trivalvular separa- 
tor, an instrument to which is attached 
a piece of gauze for repeated inspection. 

Slow and careful removal of the pack- 
ing after the lapse of time required for 
coagulation. 


The operation is simple and quick, as is 
the case with any procedure of the Freyer 
type, and as it is not with any prostatec- 
tomy technic. Both pain and urethroves- 
ical spasm produced by leaving the pack- 
ing too long against the hemorrhagic area 
(which sometimes creates new hemor- 
rhages as well) are obviated. Pain on re- 
moval of the packing is suppressed also, 
owing to the shortness of the period for 
which the packing has been used. Also, 
occasional and sometimes painful hemor- 
rhages, which have been known to result 
from leaving a pack in place for many 
days, are avoided. The bladder can be 
closed quickly — on the first or second 
postoperative day, according to the time 
of withdrawal ef the hypogastric tube and 
the state of urethral drainage from the 
moment of its withdrawal. The patient’s 
confinement to bed is brief, and micturi- 
tion is restored within eight to twelve 
days. 

In my experience this operative technic, 
when carried through with meticulous at- 
tention to all details as aforedescribed, has 
given excellent results. In my opinion it 
deserves wider application in the surgical 
treatment of prostatic tumors. 


SUMMARY 


The author recommends the hypogastric 
surgical approach to prostatic hyper- 
trophy due to tumors of the prostate, His 
recommendation is based on (1) its tech- 
nical simplicity, (2) the brief operating 
time it requires and (3) the results, both 
immediate and long-standing, obtained by 
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himself and others through its employ- 
ment. His own technic, together with his 
principles of preoperative and postopera- 
tive care of the patient, is presented in 
detail. 

Its effectiveness, on the basis of his own 
experience, depends to a great extent upon 
meticulous attention to the details of the 
technic as described. He points out that, 
if these details are carried out properly, 
the patient will be confined to bed only 
briefly and that micturition will be re- 
stored within eight to ten days after the 
operation. 


RESUME 


L’auteur recommande |’approche hypo- 
gastrique chirurgicale pour L’hypertrophie 
prostatique causée par des tumeurs du 
prostate. Su recommendation sa base sur 
les trois raisoons suivants: 

1. La simplicité technocale. 

2. La briéveté du temps operatoire. 

3. Les resultats favorables, immediats 
et finals, que non seulement lui, mais 
d’autres aussi ont obtenu. 

L’auteur riscute |’état et le soin pré et 
post operatoire du malade. 


RESUMEN 


El] autor trata del tratamiento quirtr- 
gico de los tumores de la prostata, con las 
indicaciénes y contraindicaciénes para in- 
tervencién. Es muy recomendable el ac- 
ceso hipogastrico, 4 causa de tres razones: 

1. Simplicidad técnice, 

2. Brevedad de operasion. 

3. Los resultados benignos, inmediato 
y ultimo. 

El autor trata del condicién del paciente 
pré y post operatorio y presente uno técni- 
co quirtrgico personal por lo tratamiento 
de los tumores prostaticos. 
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RIASSUNTO 2. La brevita dei tempi dell’operaziéne. 
3. Il effetivo propizio, primaticcio e de- 


L’autore tratta la terapia chirurgica . 
finitivo. 


della prostata, esprimendo l’opiniéne che 


l’accésso ipogdstrio e la cura addata. L’autore descrive la condizione prima 
Questo metédo é racommendabile a causa _anzi in seguito all’operazione. Egli pronun- 
di tre motivi: zia con enfasi una técnica chirirgica per- 

1. La simplicita tecnica. sonale in la cura dei tumdéri della préstata. 


Intense ear-ache with acute fever and one of the other bad signs, proves fatal 
to young people in seven days or fewer, unless there is a copious discharge of pus 
from the ear, or epistaxis, or some other favourable sign. Death is preceded by 
delirium. In the case of older people, the illness is less acute and less fatal as there 
is longer in which the ear may discharge pus. Also, old people are less liable to 
delirium; nevertheless most of them relapse and then die. 


The onset of deafness in the course of acute difficult illnesses is a bad sign; it 
is also bad in protracted cases for in these it also brings on pains in the hips. 


In fevers, deafness checks diarrhoea. 
It is a fatal sign if the ears be cold, translucent and contracted. 
Buzzing and noises in the ears is a sign of death in acute diseases. 


Noises in the head with dimness of vision and a heavy feeling in the nose is a sign 


of delirium, and leads to haemorrhage. 


Those who suffer from deafness with heaviness of the head, distension of the 


hypochondrium and photophobia, have a haemorrhage. 
In an acute fever, the onset of deafness indicates dementia. 


To be hard of hearing, to show tremor in picking up anything, to have a 


paralysed tongue, to be sluggish—is bad. 


It is a sign of delirium when, following a period of ill health, deafness supervenes 
and the urine is reddish with particles suspended in it but fails to form a sediment. 
Jaundice is bad in such cases, as is imbecility supervening on the jaundice. It 
sometimes happens that the patient loses the power of speech without losing con- 


sciousness; the belly may also be in a bad state. 
—AHippocrates 
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The Surgical Treatment of Trigeminal Neuralgia 


WALLACE B. HAMBY, M.D., F.A.C.S. 


BUFFALO, NEW YORK 


IC douloureux, or trigeminal neural- 
T ee has been known for centuries. 

According to Krause, Avicenna gave 
an accurate description of the disease 
about 1000 A.D. Peet! quoted John Locke’s 
letter dated December 4, 1677, describing 
tic pain very vividly. In 1773 Fothergill 
of England described it so well that Eng- 
lish-speaking physicians have dubbed it 
Fothergill’s neuralgia. In 1756, Nicholas 
André? of France gave the disease the pic- 
turesque name under which it usually goes 
at present. In 1821, Charles Bell of Eng- 
land and Francois Majendie of France 
almost simultaneously demonstrated that 
sensation from the face is mediated over 
the trigeminal and not the facial nerve. 
Not until much later was tic douloureux 
recognized as a disease of the trigeminal 
nerve. Even Bell believed it probable that 
the pain was sympathetic in origin and 
speculated on the possibility of sympa- 
thectomy as a treatment. The practice of 
cutting or avulsing the facial nerve in a 
desperate effort to control this agonizing 
pain was not abandoned until the middle 
of the nineteenth century. 

Recognition of the origin of the pain in 
the trigeminal nerve led to treatment by 
avulsion of the peripheral nerves. Their 
regrowth, of course, limited the usefulness 
of the procedure. In 1828, John Warren‘ 
of Boston described trephining the man- 
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dible to perform the first division of a 
nerve proximal to its exit. The tendency 
of the disorder to affect two or all divi- 
sions of the nerve simultaneously led sur- 
geons backward toward the point of 
common origin, 

At the 1884 meetings of the American 
Surgical Society in Philadelphia, Dr. John 
E. Mears® discussed the disease and pro- 
posed resection of the gasserian ganglion. 

It was not until four years later, on 
November 15, 1888, that Victor Horsley® 
first successfully resected the second and 
third divisions of the trigeminal intra- 
cranially. His second operation, on Janu- 
ary 6, 1890,7 was successful in relieving 
the lower facial pain, but it recurred sev- 
eral months later in the ophthalmic 
branch. In the November 1, 1892, issue of 
The Lancet, William Rose® of London, de- 
scribed the first operation for the removal 
of the gasserian ganglion. Although this 
procedure stopped the pain, the operation 
was complicated by prolonged suppuration 
of the wound and final loss of the eye from 
infection secondary to corneal ulceration. 
Rose’s operation was a difficult and muti- 
lating one, but a number of surgeons tried 
it with varying degrees of success. Hors- 
ley persisted with his temporal intradural 
approach. 

On August 8, 1891, Hartley® of New 
York resected the second and third divi- 
sions of the trigeminal nerve via a tem- 
poral extradural approach. Fedor 
Krause! of Berlin independently did the 
same operation on February 23, 1892. At 
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Summary of Experience at Buffalo General Hospital with Operations for Trigeminal Neuralgia 
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Secondary Operations 


Primary 
Operations 


Temporal 
o| Rhizotomy 

Suboccipital 

Rhizotomy 


Procedure 
Taarnhoj 
Procedure 
Tractotomy 
Contralateral 
Operations* 


Shelden 





tb 


Temporal rhizotomy 


be] a 


tb 
~ 


195 2(1 %) 
0 





Suboccipital rhizotomy 


31 





Tractotomy 


58 2(3.4%) 


i) 
bo 





Sheldon procedure 


22 1(5 %) 
0 





1) bo) 


Taarnhgj procedure 


1 Ad 








38 2 


1 9 4 7 350 5(1.4%) 





*Operations performed secondarily after an operation for tic, because of the development of pain on 


the opposite side. 


the time, some acrimony developed be- 
tween the two surgeons over priority; 
now their names are often joined in term- 
ing this the Hartley-Krause approach to 
the trigeminal nerve. The original aim of 
this operation was the extradural section 
of the second and third branches of the 
nerve. But these branches could and did 
regrow, and the pain recurred. In 1893 
Krause’ extended his operation further 
and resected the gasserian ganglion via 
the epidural approach. 

The gasserian ganglion is intimately a 
part of the wall of the cavernous sinus, 
which contains the third, fourth and sixth 
cranial nerves, which supply the eye mus- 
cles. Removal of the ganglion, necessarily 
“a dangerous and bloody business,” was 
followed in a high percentage of cases by 
ipsilateral ophthalmoplegia and corneal 
ulceration, frequently causing loss of the 
eye. In 1898, Hutchinson"™ suggested ex- 
cising only the part of the ganglion at- 
tached to the second and third branches, 
saving the first division and thereby pre- 
serving corneal sensation. 

In 1898 the Philadelphia neurologist 
W. G. Spiller,’ noting that severed poste- 
rior spinal nerve roots did not regenerate, 
proposed to his surgical colleague, Charles 
Frazier, that this principle might apply 
to the trigeminal nerve. On Dec. 11, 1890, 
Horsley had divided the sensory root at 
the end of a frustrating, unsuccessful at- 


tempt to resect the ganglion, but the pa- 
tient died, apparently of shock. On Oct. 
12, 1901, Frazier performed the first suc- 
cessful division of the sensory root. It is 
interesting that he preserved the motor 
root until near the end of the operation, 
when it was accidentally torn. Preserva- 
tion of the motor root became routine. 
Other refinements rapidly developed. 
Within ten years Frazier! could report 
300 cases of tic douloureux so treated. 
Peet! described saving the first division 
fibers when only the lower part of the face 
was involved. 

In 1917, Doyen't proposed resection of 
the sensory root at the pons by a suboccip- 
ital approach and Dandy” made this his 
operation of choice. He claimed that pain 
could be abolished there by cutting the 
posterior half of the root, without numb- 
ing the face. This approach has been pur- 
sued by Walker?® of Atlanta, who can do 
the operation through a generous-sized 
drill hole. 

Partial resection of the trigeminal root 
became the standard treatment for tic 
douloureux and was, as late as 1945, ac- 
claimed the most perfect operation in sur- 
gery. Performed most often on patients 
more than 60 years of age, with a mortal- 
ity rate of less than 1 per cent, to relieve 
one of the most agonizing afflictions to 
which mankind is heir, at the cost in mor- 
bodity of only partial loss of sensation in 
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part of one half of the face, this charac- 
terization seemed justified. Neurosur- 
geons, however, perfectionists that they 
are, continued to set the goal at relieving 
the pain without loss of sensation. 


Trigeminal Tractotomy.—In 1911, Spil- 
ler’? showed that, after entering the brain 
stem, trigeminal touch fibers cross and 
ascend at once, but the pain and tempera- 
ture fibers descend in the spinal tract 
through the upper cervical portion of the 
cord before going toward their destination 
in the thalamus. In 1938, Olaf Sjéqvist** 
of Stockholm devised a method by which 
this tract could be interrupted, calling it 
“trigeminal tractotomy.” The operation 
consists of exposing the medulla at the 
outlet of the fourth ventricle and making 
a precisely placed incision in its postero- 
lateral aspect. Unfortunately, the pain 
tract occupies a position that prevents 
complete section of all the fibers without 
damage to important adjacent tracts. The 
fibers to the “muzzle area” of the face are 
the ones hardest to divide, and these areas 
contain the “trigger zones” most often af- 
fected by tic douloureux. Sjéqvist’s opera- 
tion, then, did not replace trigeminal rhi- 
zotomy as the operation of choice in the 
usual case of tic douloureux. It is an ex- 
cellent treatment for “first division tic” 
or for use on the second side when the con- 
dition is bilateral, especially if the motor 
root has been damaged at the first opera- 
tion. Tractotomy carries no risk to the 
motor root. 


Decompression of the Trigeminal Root. 
—in 1952 P. Taarnhgj’® of Copenhagen 
described a new method of relieving tic 
pain without desensitizing the face. 
Through a small temporal craniotomy he 
opened the dura and lifted the temporal 
lobe from the floor of the middle fossa, 
exposing the tentorium and the dura over 
the sensory root. The dura over the root 
was identified and opened, the incision ex- 
tending backward to slit the tentorium to 
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its free medial border. The superior pe- 
trosal sinus was transected, laying wide 
open the porus trigemini, the dural ring 
through which the root extended from the 
middle to the posterior fossa. Interest- 
ingly enough, this stopped the tic pain, 
and, since the root was not damaged, no 
numbness resulted. When other neurosur- 
geons, more familiar with the older rhizot- 
omy, immediately altered the operation to 
permit its being done largely epidurally, 
they obtained the same result. This new 
operation differs from all its predecessors 
in avoiding section of any part of the tri- 
geminal system. As might have been 
safely predicted, the phenomenon called 
forth a number of speculations on the rea- 
son for the success and the still unproved 
primary cause of tic douloureux. 

In 1954 Arest Stender®® of Berlin re- 
ported that he had brought about relief of 
tic douloureux by simply exposing the 
sensory root and the gasserian ganglion 
and stripping the dura propria off its sur- 
face. He called this “trigeminal gangli- 
olysis.” 

For several years, Hunter Shelden*! of 
Pasadena had been exposing and enlarg- 
ing the foramens ovale and rotundum, 
through which the second and third divi- 
sions enter the skull. Usually the pain was 
relieved. He noticed that after these op- 
erations and those done by the Taarnhgj 
method, mild sensory defects were ob- 
served in the skin of the face. In 1955 he 
reported the same effect from simple ex- 
posure of the sensory root and gentle com- 
pression of the root with blunt instru- 
ments. 


It seems likely, then, that the effect of 
Shelden’s, Stender’s and Taarnh¢j’s 
operations is much the same, and that 
opening the porus trigemini is not essen- 
tial in Taarnh¢j’s operation. An interest- 
ing phenomenon follows these operations: 
the pain may not be relieved immediately ; 
occasionally it declines gradually over a 
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week or so. In the days of routine par- 
tial rhizotomy, pain persisting the day 
after the operation was considered evi- 
dence of incomplete section. The wound 
was reopened and more fibers were sev- 
ered. Memories of such cases made some 
surgeons reluctant to accept the new oper- 
ations. 

The long-term effect of these newer 
operations is not yet known. Pain recurs 
in some patients. In my own experience 
(see table) pain has recurred after 13 
(43 per cent) of 30 Taarnhgj operations, 
severely enough to require reoperation in 
6 cases (20 per cent) and rhizotomy in 7 
(23 per cent). Since Nov. 2, 1954, I have 
done 20 Sheldon operations; in 2 instances 
(10 per cent) reoperation and rhizotomy 
were required. My series of primary tem- 
poral trigeminal rhizotomies numbers 168. 
I have always conserved as much of the 
root as possible, which has made necessary 
reoperation and more extensive rhizotomy 
in 23 cases (21 per cent). It is interesting 
that, of the 30 suboccipital rhizotomies, 
only 1 has required repetition and none 
has required later subtemporal rhizotomy. 
I have done 41 trigeminal tractotomies?? 
for tic douloureux. Six (17 per cent) of 
the patients required subsequent opera- 
tions and later rhizotomy to control resid- 
ual pain in 9 (22 per cent). 

At the current stage of knowledge it 
seems justifiable to perform the simpler 
Shelden-Stender operation for tic doulou- 
reux. The patient is told that experience 
thus far indicates a 70 per cent chance of 
relief of pain without noticeable sensory 
loss in the face. Should the pain recur, it 
is relatively simple to reopen the wound 
and sever the fibers. 


Other Forms of Treatment.—It seems 
safe to state rather dogmatically that, thus 
far, surgical intervention offers the best 
therapy for .tic douloureux. The use of 
vitamin Bio, enthusiastically hailed re- 
cently, has proved only to permit, perhaps, 
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earlier remission of an individual attack. 
The parenteral administration of stilba- 
mide does selectively damage the fifth 
nerves, but it requires six to eight weeks 
to be effective, numbs both sides of the 
face and leaves the patient with annoying 
bilateral paresthesias. The results cer- 
tainly are not as benign as are those of 
operation. 

Injection of alcohol into the peripheral 
branches of the nerve is temporarily effec- 
tive but must be repeated as the nerve re- 
grows. Each succeeding injection is less 
effective than the last and eventually the 
treatment fails. 

Alcohol injection of the gasserian gan- 
glion has been developed to a high degree 
of effectiveness by the English, but is 
more time-consuming, uncomfortable and 
capricious in its effects than is operation. 
Few American surgeons have developed 
an aptitude for the procedure. 


SUMMARY 


Trigeminal neuralgia (tic douloureux) 
has been known for centuries. Recognition 
of the fact that the pain originated in the 
trigeminal nerve led to the practice of 
avulsing the peripheral nerve branches. 
The effect of this procedure, however, was 
limited by their regrowth. The tendency 
of the disorder to affect two or all divi- 
sions of the nerve simultaneously led sur- 
geons backward toward the point of com- 
mon origin. Eventually, partial resection 
of the trigeminal root became the standard 
treatment for this malady. As late as 1945 
it was described as the “most perfect op- 
eration in surgery.” 

Trigeminal tractotomy, decompression 
of the trigeminal root and other proce- 
dures appeared successively as neurosur- 
geons strove to improve still further the 
results of the various types of interven- 
tion. 

The modern surgical treatment of tic 
douloureux permits relief of pain without 
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anesthetizing the face in approximately 70 
per cent of patients. In those requiring 
subsequent rhizotomy it is rarely neces- 
sary to produce total facial anesthesia. 
The operation is safe (mortality rate, 
about 0.5 to 1.5 per cent) even in the ad- 
vanced age brackets to which these pa- 
tients belong. The operation does not 
produce facial paralysis, except tempo- 
rarily in 2 to 3 per cent of patients. Small 
temporal scars located behind the hairline 
are invisible after the hair regrows; there 
is no deformity. The operation, though it 
requires precision, usually is performed in 
twenty to forty-five minutes. The patient 
is usually able to leave the hospital on the 
fifth postoperative day. 


RESUME 


Le traitement chirurgical moderne du 
tic douloureux permet le soulagement de 
la douleur sans anesthésie de la face dans 
environ 70% des cas. Lossqu’il est néces- 
saire de pratiquer une rhizotomie secon- 
daire l’anesthésie faciale est rarement 
indispensable. L’opération est sans danger 
(taux de mortalité 0,5 a 1,5%), méme 
dans le groupe d’aAge avancé auquel appar- 
tiennent ces malades. 

L’opération ne produit pas de paralysie 
faciale excepté, temporairement, dans 2 ou 
3% des cas. Les petites cicatrices qui sub- 
sistent deviennent invisible aprés la re- 
pousse des cheveux; il n’y a pas de défor- 
mation. L’opération, bien qu’elle demande 
une grande précision, ne dure pas plus de 
20 4 40 minutes. Le malade peut quitter 
la clinique au cinquiéme jour postopéra- 
toire. 


RIASSUNTO 


La cura chriurgica moderna dei tic do- 
lorosi consente di ottenere in circa il 70% 


309 
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dei casi l’abolizione del dolore senza dover 
anestetizzare la faccia. Anche in quei ma- 
lati in cui é necessaria la rizotomia suc- 
cessiva, raramente si deve produrre una 
anestesia totale della faccia. L’intervento 
é sicuro anche nei pazienti di eta evanzata 
ed ha una mortalita del 0,5-1,5%. 

Esso non deve dare paralisi facciale se 
non temporanea e soltanto mel 2-3% dei 
casi. Le cicatrici sono minime e situate 
dietro all’impianto dei capelli cosicche 
sono assolutamente invisibile quando i ca- 
pelli ricrescono. 

Richiede dai 20 ai 25 minuti di tempo, 
nonostante la grande precisione necessaria. 
I pazienti di solito lasciano l’ospedale dopo 
cinque giorni. 


SUMARIO 


O tratamento cirtirgico moderno do tic 
doloroso permite aliaviar a dér sem anes- 
tesiar-se 0 rosto em apoximadamente 70% 
dos pacientes. Naqueles que necessitam 
rizotomia subsequente raramente torna-se 
necessario produzir anestesia facial total. 
A operacéo é segura (média de mortali- 
dade 0.5 a 1.5 por cento), mesmo nos 
grupos de idade avancada ao qual ésses 
pacientes pertencem. 

A operacaéo nao produz paralisia facial, 
exceto temporariamente em 2 a 3% dos 
pacientes. Pequenas cicatrizes temporais 
localizadas atras da linha do cabelo tor- 
nam-se invisiveis depois que o cabelo torna 
a crescer; nao ha deformidade. A opera- 
cio, embora exija precisio é usualmente 
feita em 20 a 45 minutos. O paciente pode 
comumente deixar o hospital no 5° dia 
pds-operatorio. 


ZUSAM MENFASSUNG 


Die moderne chirurgische Behandlung 
des tic-douloureux fiihrt bei etwa 70 Pro- 
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zent der Kranken zur Schmerzbefreiung, 
ohne eine Unempfindlichkeit des Gesichts 
hervorzurufen. Nur selten entsteht in 
Fallen, bei denen eine anschliessende 
Nervenwurzeldurchtrennung erforderlich 
ist, die Notwendigkeit, eine vdéllige Ge- 
sichtsanisthesie herbeizufiihren. Die Op- 
eration ist auch in der  vorgeriickten 
Altersgruppe, der diese Kranken ange- 
horen, gefahrlos. Die Sterblichkeitsquote 
schwankt zwischen 0,5 und 1,5 Prozent. 

Mit Ausnahme von voriibergehenden 
Zustanden in zwei bis drei Prozent der 
Kranken kommt es als Folge der Opera- 
tion zu keinerlei Gesichtslahmungen. 
Kleine Narben hinter der Haarlinie wer- 
den nach Wiederbeginn des Haarwuchses 
unsichtbar, und es entstehen keinerlei 
Entstellungen. Die Operation muss zwar 
prazise ausgefiihrt werden, dauert aber 
im allgemeinen nicht linger als 20 bis 45 
Minuten. Gewodhnlich kann der Patient 
am fiinften Tage nach der Operation aus 
dem Krankenhaus entlassen werden. 
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The spirit of inquiry is admirable if it is really inquiry and not uncritical 
novelty worship. It is right that we should examine and consider every new thing 
that is presented to us, but not necessarily right that we should adopt it. Most 


new things turn out in the end to be wrong. When presented with a new project 


for acceptance, we should first ask: ‘Is it reasonable?’ Then, ‘Is it really new? Has 


it, or anything like it, been tried before? If so, has it failed, and why? Was the 


failure due to some inherent defect, or to some circumstances that can now be 
remedied? If it is reasonable but yet untried, can it be tried without risk? If there 
is a risk, how can that risk be eliminated or minimised? Are we justified in a 
full-scale trial, or should we first try a pilot experiment? Can the experiment be 


done first on ourselves?’ 


—Ogilvie 
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ease, caused by the fluke Paragoni- 
mus ringeri (Westemanii). The 
disease is known to exist endemically in 
certain Far Eastern nations, Japan, Ko- 
rea, China, particularly Taiwan (For- 
mosa) and the Philippines. The miracidia 
of the parasite infest certain fresh water 
mollusks and become cercariae in their 
intermediate host. From this host the cer- 
cariae go to certain fresh water crabs and 
become encysted in their second interme- 
diate host, either in the liver or in the 
gills. In these countries people have the 
habit of eating raw crabs, so a large num- 
ber of the inhabitants may harbor this 
parasite. The fluke, after leaving the cyst, 
goes through the intestinal wall to the ab- 
dominal cavity. Thence it perforates the 
diaphragm and enters the pleural cavity, 
and finally penetrates the lung to become 
encysted there. The lung is its most favor- 
able site, so the parasite is commonly 
known as lung fluke, though it may also 
invade other tissues and organs. Patients 
infested with this parasite usually have a 
chronic cough and expectorate rusty-brown 
sputum; even frank hemoptysis may be 
present. The characteristic ova are con- 
stantly present in the sputum, and their 
identification establishes the diagnosis. 
Next to the lung, the brain is the most 
frequent site of the disease. Of the 201 
cases exhibiting extrapulmonary involve- 
ments collected by Sung,! 98 showed signs 
and symptoms suggestive of a cerebral 
localization. 


P esse, ea IMIASIS is a parasitic dis- 


From the National Defense Medical ante, Taipei. 
Submitted for publication June 17, 1956 


The cerebral involvement of Paragoni- 
mus infestation was first reported by the 
Japanese author Otani? in 1887. Mitsuno 
and his associates’ in 1952 made a compre- 
hensive review of this subject and were 
able to collect 158 reports of such cases 
from the literature. They found that in 
more than two-thirds of the cases the 
diagnosis was made on clinical grounds 
alone. In 38 instances the cerebral in- 
volvement was verified by postmortem 
examination; in only 14 instances was the 
clinical impression confirmed by operation. 
They reported 7 additional cases of their 
own (5 operative cases and 2 autopsies). 
Since then, more cases have been reported 
by other authors,‘ but, up to the time of 
writing, the total number has not exceeded 
200. 

Invasion of the brain by the Paragoni- 
mus parasite eventually results in the 
formation of localized cystic granulomas, 
which produce symptoms and signs that 
cannot be differentiated from those of 
other space-occupying lesions. They are 
definitely amenable to surgical attack. 
The scarcity of reports of successful sur- 
gical treatment, in our opinion, is due to 
the fact that the disease is limited only to 
those areas in which modern neurosur- 
gical technic has not yet been fully devel- 
oped, and that most of the patients were 
thereby denied the benefit of such therapy. 

In the past two years we have had the 
opportunity of caring for 3 such patients. 
They all had cerebral paragonimiasis, but 
they were in different stages of the dis- 
ease. The first patient was apparently in 
the rather acute stage; the parasites were 
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producing a widespread inflammatory re- 
action in the brain. The disease process 
had not yet been localized, and the patient 
eventually died as a result of mounting 
intracranial tension. The second patient 
was in the subacute stage. Although he 
had symptoms and signs of intracranial 
hypertension, the lesion was fairly well 
localized. We were able to excise the para- 
sitic granulomas completely, and the pa- 
tient was cured. The third patient, a 
woman, was in the chronic stage. The le- 
sion was not only localized but partly 
calcified. The patient was not suffering 
from intracranial hypertension but rather 
from irritations originating in a cerebral 
focus. Accordingly, she was well taken 


care of under anticonvulsive management. 
The clinical history of these 3 patients is 
presented here. 


REPORT OF CASES 


CASE 1.—Y. H. C., a 31-year-old Chinese 
lieutenant, was admitted to the First General 
Hospital on Nov. 6, 1954, for headache, nau- 
sea, vomiting, and blurring of vision of eight 
months’ duration. He became completely blind 
about one week prior to admission. At about 
the same time, urinary and fecal incontinence 
also developed. 

Physical examination on admission revealed 
the patient to be well developed but moderately 
undernourished. Mentally he was somewhat 
cloudy, but was still cooperative and able to 
answer questions. Both his eyes were com- 
pletely blind. Examination of the fundi re- 
vealed bilateral choked discs (7-8 diopters). 
Some mild incoordination of the upper ex- 
tremities was demonstrated by finger-to-nose 
test. 

Laboratory examination revealed secondary 
anemia, with 65 per cent hemoglobin and 3,- 
400,000 red cells per cubic millimeter of blood. 
The leukocyte count was 7,200 per cubic milli- 
meter, with 70 per cent polynuclear neutro- 
phils, 24 per cent lymphocytes, 4 per cent 
monocytes and 2 per cent eosinophils. The 
urine was clear. The stool contained ascaris 
ova. 

Lumbar puncture revealed clear cerebro- 
spinal fluid with a pressure of 320 mm. of 
water. It contained 72 leukocytes per cubic 
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millimeter. Other values were as follows: pro- 
tein, 44.8 mg.; sugar, 86.4 mg., and chlorides, 
780 mg., per hundred cubic centimeters. The 
fluid was sterile on culture. Tests for syphilis 
gave negative results. 

A roentgenogram of the chest showed 
patches of clouding and moderately dense 
shadows over both upper lung fields. The diag- 
nosis was bilateral chronic minimal pulmonary 
tuberculosis. A roentgenogram of the skull 
revealed a mild degree of increased digital 
markings over both parieto-occipital areas. 
The dorsum sellae of the sella turcica was al- 
most completely destroyed, and thinning of its 
floor was also noted. 

Ventriculographic investigation was per- 
formed on November 15. The left lateral ven- 
tricle was not located even after several taps 
in different directions; the right one, however, 
was entered without difficulty. The roentgen 
films showed both lateral ventricles partially 
filled with air but not dilated. The whole ven- 
tricular system was displaced toward the right. 
The observations suggested the presence of a 
space-occupying lesion in the left temporal 
lobe; therefore an exploratory craniotomy was 
immediately performed. 

A fair-sized osteoperiosteal flap was turned 
over the left temporoparietal region. The in- 
tracranial contents were under high tension. 
No induration, however, could be detected on 
palpation. Exploratory punctures with a ven- 
tricular needle in different directions, even 
up to a depth of 7 cm., did not reveal any 
abnormal resistance. The brain tissue there 
was edematous, unusually soft and light lemon 
yellow. About 30 Gm. of it was removed. 
Since no definite tumor could be detected, the 
impression was that it would be wise to leave 
considerable decompression over that region. 
The wound, therefore, was closed without the 
bone flap. 

Pathologic examination of the removed brain 
tissue revealed that, except for marked bleed- 
ing within the tissue itself, there was no note- 
worthy pathologic change. A parasitic ovum, 
however, was embedded in the tissue in one 
of the sections. The ovum appeared alive, with 
an operculum and a distinct shell. It measured 
about 0.07 by 0.05 mm. and was typical of.a 
Paragonimus ovum. 

The patient’s reaction to the operation was 
not remarkable. His temperature, pulse rate 
and blood pressure returned to the normal 
level on the fifth postoperative day, but he re- 
mained in a semicomatose state. He was then 
given two courses of emetine treatment, A 
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daily dose of 60 mg. of emetine-HCl was ad- 
ministered intramuscularly. Each course 
lasted for ten days, with an interval of ten 
days between. The patient responded fairly 
well for a while. Mentally he became clearer, 
but he was now observed to be aphasic. He 
still had urinary and fecal incontinence. At 
the end of December he became delirious and 
had daily convulsions. Although he was 
drained intraspinally every day, the intra- 
cranial pressure remained high and was above 
300 mm. of water as measured by lumbar 
punctures. He eventually died of his illness 
sixty-two days after the operation. Autopsy 
was not permitted. 


Comment.—-In this case we found only 
1 ovum in all the sections of the removed 
tissue. In our opinion, nevertheless, the 
diagnosis of cerebral paragonimiasis is 
quite certain. The slide was examined by 
several pathologists, and they all agreed 
that the ovum was that of Paragonimus. 
It is our conviction that during the opera- 
tion we did not actually reach the focus 
of disease. During these exploratory 


punctures, however, the ventricular needle 


must have penetrated such areas, and the 
ovum observed was carried by the needle 
into the brain tissue. 


CASE 2.—L. Y., an 18-year-old Chinese sol- 
dier, was first admitted to the First General 
Hospital on Sept. 7, 1954, for repeated attacks 
of generalized tonic convulsions for one year 
and blindness of the right eye of six months’ 
duration. The patient stated that in August 
1953 he began to have left frontal headaches, 
sometimes accompanied by nausea and vomit- 
ing. Two months prior to admission he had 
the first attack of generalized tonic convul- 
sions, together with loss of consciousness. 
Since then, he had had such attacks every two 
or three months. In March 1954, after a sim- 
ilar attack, the right eye became completely 
blind and the vision of the left eye much 
blurred. He noticed impairment of memory, 
and his speech became sluggish. 

Physical examination on admission revealed 
the patient to be well developed and fairly 
well nourished. The right eye was completely 
blind, and vision in the left eye was limited to 
counting fingers. Examination of the fundi 
revealed secondary optic atrophy on the right 
and choked disc (4-5 diopters) on the left. 
It was observed that the patient’s speech was 
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slow and somewhat disarticulated. 

Laboratory examination revealed that the 
blood, the urine and the stools were all nor- 
mal. Lumbar puncture showed clear cerebro- 
spinal fluid with a pressure of 270 mm. of 
water. There were 0-4 leukocytes per cubic 
millimeter of fluid. Other values were as fol- 
lows: protein, 19 mg.; sugar, 78.4 mg., and 
chlorides, 748 mg. per hundred cubic centi- 
meters. Cultures and other serological tests 
all gave negative results. 

A roentgenogram of the skull showed widen- 
ing of the suture lines and a generalized in- 
crease of digital markings. 

Ventriculographic examination was _per- 
formed with the aid of endotracheal ether 
anesthesia on September 20. The films showed 
a shifting of the anterior portion of the left 
lateral ventricle, and also of the third ven- 
tricle, toward the right. This suggested the 
presence of a space-occupying lesion in the 
left frontal lobe; therefore, a left frontal 
craniotomy was immediately performed. 

A fair-sized osteoperiosteal flap was turned 
over the left frontal region. The dura was 
tense, and the brain underneath was edema- 
tous and pale. Exploratory punctures with a 
ventricular needle encountered no abnormal 
resistance. Exploration of the anterior fossa 
revealed no tumor. About 50 Gm. of the ede- 
matous brain tissue was removed. The wound 
was then closed without the bone flap, to pro- 
vide decompression. 

The postoperative course was uneventful. 
Pathologic examination of the removed brain 
tissue revealed no abnormality. The patient’s 
headache was much relieved after the opera- 
tion, but his eyesight remained unchanged. He 
was discharged from the hospital a month 
later. 

After discharge, the patient still had con- 
vulsions from time to time. They could not 
be controlled with the usual anticonvulsants. 
He was therefore readmitted on March 26, 
1955, for further investigation. 

Physical examination on the second admis- 
sion revealed the patient to be in good phys- 
ical condition and mentally clear. A large de- 
compression defect was noticed over the left 
frontal region. It was not tense on palpation. 
The right eye was blind, and the left one still 
could not go beyond counting fingers. Exam- 
ination of the fundi revealed secondary optic 
atrophy on both sides. The patient’s speech 
remained sluggish. No other abnormality was 
observed on neurologic examination. 

Laboratory examination showed 4,800,000 
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erythrocytes and 7,800 leukocytes per cubic 
millimeter of blood with a differential count 
of 64 per cent neutrophils, 32 per cent lympho- 
cytes, 3 per cent monocytes and 1 per cent 
eosinophils. The urine, the stool and the spu- 
tum were all normal. Lumbar puncture re- 
vealed blood-tinged cerebrospinal fluid (punc- 
ture trauma) with a pressure of 140 mm. of 
water. There were 545 erythrocytes per cubic 
millimeter. Other values were as follows: pro- 
tein, 26 mg.; sugar, 88.8 mg., and chlorides, 
730 mg., per hundred cubic centimeters. Cul- 
tures and other serologic tests all gave nega- 
tive results. A roentgenogram of the chest 
showed the lungs to be essentially clear. 
Ventriculographic investigation was repeated 
on April 11. The films showed generalized dila- 
tation of the entire ventricular system. The 
rightward shift of the anterior portion of the 
left lateral ventricle, however, as shown by 
the previous ventriculographic study, was no 
longer present. Instead, there was forward 
displacement of the occipital horn and the 
antrum of the left lateral ventricle. This sug- 
gested the presence of a pathologic condition 
in the left occipital lobe. 

Exploratory craniotomy, with the patient 
under endotracheal ether anesthesia, was per- 
formed on April 25. A large osteoperiosteal 
flap was turned over the left occipital region. 
The dura was adherent to the underlying 
brain. The cortex there was light yellow. On 
palpation, an indurated mass was felt directly 
underneath. The cortex was then incised. The 
mass was found composed of a group of irreg- 
ular nodules of varying size. It was greyish 
white and had a well-defined capsule. During 
removal some of the nodules were ruptured, 
resulting in a leakage of greyish white cheesy 
material. 

They were removed in three groups. When 
these pieces were put together, the mass meas- 
ured about 7 cm. across (Fig. 1A). After 
hemostasis had been secured, the wound was 
closed in layers. 

The patient had an uneventful postoperative 
course. He had an attack of tonic convulsions 
on the eighth postoperative day. From then 
on he made steady improvement. His speech 
improved a great deal; his eyesight, however, 
remained unchanged. 

Pathologic examination of the surgical 
specimen showed it to be composed of inflam- 
matory tissue, with many thick-walled ab- 
scesses containing greenish yellow. pus, the 
largest being about 1.5 cm. in diameter. Nu- 
merous fine furrows were seen extending in all 


WANG AND SHIH: PARAGONIMIASIS 


SORRENTO 


Fig. 1 (Case 2).—A, photograph of surgical 
specimen, showing masses composed of confluent 
nodules of varying size. Most of them were ab- 
scesses containing thick puslike material. B, 
photomicrograph of excised granulomas. (High 
power magnification; hematoxylin-eosin stain.) 
Note that the Paragonimus ova were surrounded 
by dense fibrous tissue with infiltration of all 
types of inflammatory cells. 


directions. They represented the tracts cre- 
ated by the migration of the parasitic worms 
within the brain tissue. On careful search, 
however, no worm, living or dead, was found. 
The microscopic sections showed that within 
the walls of the abscesses and also of the fur- 
rows there were countless Paragonimus ova. 
Most of them appeared dead, as they were sur- 
rounded by multinuclear giant cells and epi- 
theloid cells forming pseudotubercles. There 
was also heavy infiltration of lymphocytes, 
plasma cells and eosinophils. A few Charcot- 
Leyden crystals were also observed. The fi- 
brous reaction in the tissue was rather exten- 
sive (Fig. 1B). 

CasE 3.—C. C., a Chinese woman 40 years 
of age, visited the Outpatient Department of 
the Center Clinic on Aug. 31, 1955, stating 
that she had had repeated attacks of general- 
ized convulsions for six months. She said that 














she had eaten river crabs not well cooked in 
April 1947. About 5 months later an attack of 
irregular fever developed, with a daily chill, a 
productive cough and hemoptysis. A diagnosis 
of pulmonary paragonimiasis was made and 
proved at the Taipeh Provincial Hospital, and 
she was treated with daily injections of eme- 
tine hydrochloride for three months. The 
symptoms then gradually subsided, and two 
months later she was well. 

In 1949 she began to have convulsions of 
the grand mal type every one to three months. 
These episodes were always preceded by an 
aura of dizziness and a flashing of light in 
her eyes. She then noticed general malaise 





































Fig. 2 (Case 3). — A, thoracic roentgenogram 
showing patches of clouding in the left basal 
lung field. Both hilar shadows were heavy. B, 
roentgenograms’ of the skull, lateral view. The 
calcified pineal gland was clearly visible. Behind 
it, in the right occipital region, was a round 
shadow of faint calcification. 
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and frequent attacks of headaches and dizzi- 
ness. 

Physical examination in the outpatient de- 
partment revealed her to be well developed 
and well nourished. Except for complete right 
homonymous hemianopia, there was no abnor- 
mality. 

Laboratory examination revealed an ery- 
throcyte count of 7,160,000 and a leukocyte 
count of 8,500 per cubic millimeter of blood, 
with 62 per cent neutrophils, 35 per cent lym- 
phocytes, 2 per cent monocytes and 1 per cent 
eosinophils. The urine and the stool were nor- 
mal. No parasitic ovum was detected in the 
sputum. The blood sedimentation rate was 18 
mm. for the first hour. 

A roentgenogram of the chest showed 
patches of clouding in the left basal lung field, 
almost obliterating the costophrenic angle. 
The hilar shadows were heavy and lung mark- 
ings were exaggerated over both sides (Fig. 
2A). These signs favored the diagnosis of 
pulmonary paragonimiasis. Plain films of the 
skull showed calcification of the pineal gland, 
which was in the normal position. A round 
shadow of faint calcification about 4 cm. in 
diameter was visible in the right occipital re- 
gion (Fig. 2B). 

The patient apparently had a cerebral in- 
volvement of the parasitic disease. Judging 
from her clinical course and the roentgen ob- 
servations, the cerebral focus was long-stand- 
ing but was not progressing. There was no 
clinical svmptom, sign or evidence of intra- 
cranial hypertension. Exploration and an 
attempt at removal, therefore, were not con- 
sidered justified. She was therefore treated 
with anticonvulsive medication (luminal, 0.09 
Gm. and sodium dilantin 0.38 Gm. daily). The 
headaches and dizziness disappeared, and she 
has remained free from convulsions for the 
past six months. 


GENERAL COMMENT 


Route of Invasion of the Brain.—The 
route by which the Paragonimus parasites 
invade the brain has not yet been defi- 
nitely ascertained. Yokogawa, Suemori 
and Murai® postulated that, during the mi- 
gration of the parasites from the intestine 
to their destinations, some of them may 
bypass the lung and wander into the soft 
tissue of the neck. From there these para- 
sites may proceed forward along the in- 
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ternal jugular vein and eventually pene- 
trate into the cranium through the jugular 
foramen. They then migrate further along 
the course of the transverse sinus, per- 
forate the brain membranes there and in- 
vade the temporal or the occipital lobe. 
Yokogawa also suggested that they may 
invade the intracranial contents through 
the orbit. It was assumed that after they 
enter the neck they may follow the course 
of the external carotid artery and the in- 
ternal maxillary artery, or that of the 
facial vein and the ramifications of the 
pterygoid plexus. They then enter the 
cranium through the orbital fissures. In 1 
of the cases reported by Chung and his co- 
workers* there was a definite history of 
swelling of soft tissue around the right 
orbit and exophthalmos of the right eye 
lasting for six months prior to the onset 
of intracranial involvement. These symp- 
toms had been considered by the authors 
as evidence that the parasites may take 
the orbital route of invasion. 


The Paragonimus parasites must pass 
through the foramens of the skull in order 
to penetrate into the enclosed bony cra- 
nium. In our opinion they have no pref- 
erence for any particular foramen and 
therefore may enter any one with which 
they come into contact. These parasites 
like, however, to take the course of least 
resistance. The vascular bundles in the 
neck outline the most convenient pathways 
for them to travel. The internal jugular 
vein, being the largest vessel and having 
a nearly straightforward course, offers a 
most desirable track. Hence, we agree 
with Yokogawa that in most cases of cere- 
bral paragonimiasis the parasites prob- 
ably invade the brain in the manner he 
described. 


Cerebral Pathologic Change Resulting 
from Invasion of Parasites. — When the 
parasites penetrate into the brain tissue, 
they find that their new environment is 
not at all favorable. In the lung they can 
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fulfil their destiny by propagating their 
species, laying their eggs in the wall of 
the bronchial tree. These eggs will be dis- 
charged into the lumen of the bronchus 
and coughed out in the sputum. Unlike 
the lung, the brain has no exit to the out- 
side world. Therefore, they travel back 
and forth in the vast mass of brain tissue, 
trying hopelessly to find a suitable place 
to deposit their eggs. Since no such place 
can be found, they have to lay eggs any- 
where they happen to be, in the walls of 
the furrows they have created, in the brain 
tissue where they rest, until the final days 
of their lives. 

Fortunately, the number of parasites 
that get into the brain, in any instance, 
must be small. In the majority of cases 
there is probably only a single parasite. 
Furthermore, it seems likely that these 
parasites have a relatively short period of 
survival in brain tissue. The active de- 
structive process, therefore, does not op- 
erate for a long time. As the invading 
parasites die out, repair and walling-off 
processes take place. The damaged areas 
are transformed into encapsulated granu- 
lomas, with necrotic brain tissue and yel- 
lowish green puslike material in the cen- 
ter. 

The Paragonimus granulomas, like 
those of other pyogenic origins, have a 
tendency toward spontaneous healing. 
Should all conditions be favorable for the 
encirclement of the disease, the lesions 
may be transformed into a relatively qui- 
escent focus in the brain. As time goes 
on they may also undergo calcification. 


Distribution of Granulomas in_ the 
Brain. — Although, as has been stated, 
there is probably only a single invader in 
most instances, the brain lesions produced 
by the parasite are often multiple. In the 
2 autopsies reported by Chung and his as- 
sociates,*¢ multiple foci involved both 
hemispheres. The operative cases reported 
by Hooper*> and Kim*“4 also revealed mul- 
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tiple cysts or granulomas in conglomera- 
tion. Qur own second patient, too, had 
several granulomas in the occipital lobe. 
The fact can be well explained if one as- 
sumes that most granulomas result from 
destruction of brain tissue and irritation 
of the ova during the parasites’ migra- 
tion; therefore, when there are clinical 
signs of definite localization, the patient 
may have, in other parts of the brain, 
many more small foci which can be recog- 
nized only by careful postmortem patho- 
logic examination. 


Most of the granulomas are located in 
the white matter of the hemispheres. 
When they become large enough they may 
extend toward the surface of the cortex or 
deep into the interior, approaching the 
wall of the ventricle and involving the 
basal ganglia. They are distributed rather 
evenly in the different lobes of the brain. 
From reports of 34 autopsies in the litera- 
ture, Lin® noted that granulomas were sit- 
uated in the frontal lobe in 18 instances, 
in the parietal lobe in 12, in the temporal 
lobe in 18 and in the occipital lobe in 19. 
The right side was more frequently in- 
volved than was the left. The exact ratio 
in Lin’s series was 37:29. In 8 of the 4 
operative cases reported by Kim,* granu- 
lomas were observed in the parietotem- 
poral region. In 2 of our patients the 
lesions were in the occipital lobe. Since 
we consider the temporal and occipital 
lobes more easily accessible to the para- 
sites, we consider also that even this slight 
preponderance in the frequency of involve- 
ment of these lobes cannot be regarded as 
entirely insignificant. 


Clinical Course.—The clinical course. of 
cerebral paragonimiasis, according to the 
pathologic changes in the brain, can be 
divided into three stages: acute inflamma- 
tion, intracranial hypertension and chronic 
irritation. In the early days of parasitic 
penetration into the brain, only symptoms 
of mild cerebral irritation are produced. 
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When the parasites begin to ramble about 
in the brain, lay their eggs and begin to 
damage more brain substance, then symp- 
toms and signs of more extensive cerebral 
inflammation appear. Patients may then 
show all the manifestations of meningeal 
irritation. The headache and dizziness be- 
come more severe and constant. Rigidity 
of the neck and Kernig’s sign become evi- 
dent. Irregular fever develops; general 
malaise, impairment of appetite and loss 
of body weight all set in. Depending upon 
the extent of the brain lesion, the mental- 
ity may be clouded, even to the extent of 
complete loss of consciousness. At times, 
convulsions of various types may super- 
vene. The intracranial pressure gradually 
increases as more areas of brain become 
involved. Should the process of brain de- 
struction proceed too far, the patient may 
die, with all the symptoms and signs of 
an acute cerebral infection. 

The parasites, in all probability, are ac- 
tive for a short period only. The destruc- 
tion they produce, however, needs a con- 
siderable time for the body to overcome. 
The damaged tissue is gradually liquefied 
and absorbed. At this time there is a 
heavy infiltration of inflammatory cells 
and Charcot-Leyden crystals in the tissue. 
As the areas begin to be surrounded by 
fibrous tissue, the lesions are gradually 
converted into encapsulated granulomas. 
At this stage of the disease the patient 
presents all the symptoms and signs of 
intracranial hypertension, as well as the 
signs of focal involvement of the brain. 
Choking of the optic discs is rather com- 
mon. Impairment of vision and hemianopia 
may appear if the occipital or temporal 
lobe is extensively destroyed. There may 
also be ptosis, nystagmus and facial pare- 
sis. Various kinds of aphasias may appear 
if the speech centers are involved. Mono- 
plegia or hemiplegia is rather common, as 
the internal capsule is frequently involved. 
The patient usually has convulsive seiz- 
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ures, especially of the Jacksonian type. 

If the intracranial pressure is not ele- 
vated to a dangerous degree or for an in- 
tolerable period, the host will be able to 
wall off these granulomas. The inflamma- 
tory reaction of the surrounding brain 
tissue slowly subsides, and the elevated 
intracranial pressure gradually returns to 
its normal level. The symptoms, likewise, 
show a considerable degree of improve- 
ment, except for those which result from 
irreparable damage to the brain struc- 
tures. These inert foci will remain rather 
quietly in the midst of the brain and from 
time to time will act as foci of chronic 
irritation or epileptic attacks. 

Our experience is in contradiction to the 
usual theory that once the parasites invade 
the brain, if they are not surgically extir- 
pated, the patient will die. Our third pa- 
tient, whose brain had been involved for 
more than six years, with the lesion ap- 
parently well encapsulated and partially 
calcified, is enjoying her life comfortably 
at the time of writing, with only occasional 
convulsive seizures. 

Diagnosis.—Paragonimiasis is a disease 
that exists only in certain geographical 
regions. One need not include it in the 
differential diagnosis, therefore, if he is 
not in these endemic areas. Thus far there 
has been no report of cerebral paragoni- 
miasis occurring in nationals other than 
Chinese, Japanese, Philippine and Korean. 
In the only case reported from Australia 
(by Hooper*») the patient was Chinese. 
He was a seaman and had contracted the 
disease in China. As large numbers of 
American and European troops have been 
sent to and stationed in Japan, Korea and 
Formosa in these recent years, however, it 
will be no surprise to find some of them 
infested by this parasite. Actually, pulmo- 
nary paragonimiasis was reported to have 
been contracted by American Marines dur- 
ing World War II.’ 

The history of having eaten raw or ill- 
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cooked crabs is an important lead and 
should arouse one’s suspicion, The Para- 
gonimus parasites, before infesting a hu- 
man being, have their cercariae encysted 
in fresh water crabs. Only by eating these 
infested crabs can human beings contract 
this disease. 

Involvement of the lung, which is the 
most frequent site of this parasitic infes- 
tation, usually gives rise to irregular 
fever, chronic cough and expectoration of 
bloody sputum. The clinical picture is dif- 
ficult to differentiate from that of chronic 
bronchitis or pulmonary tuberculosis. 
Paragonimus parasites also produce mot- 
tling shadows and cloudiness on roentgen 
plates of the lung. These shadows are 
often indistinguishable from those of tu- 
berculosis, except they tend to involve the 
lower parts of the lung fields. Neverthe- 
less, patients suffering from paragonimia- 
sis, like those with other parasitic diseases, 
usually have quite prominent eosinophilia, 
particularly during the acute stage of the 
disease. The presence of eosinophilia in 
the peripheral blood, therefore, is a strong 
indication that such infestation is present. 
The correct diagnosis can usually be made 
when one discovers the typical ova in the 
sputum. 

The recognition of cerebral involvement 
in a patient who is known to be infested 
by Paragonimus should not be difficult. 
When, in such a patient, symptoms of 
cerebral irritation or inflammation de- 
velop, one should strongly suspect that the 
parasites have penetrated into the brain. 
In the course of time, if manifestations of 
intracranial hypertension or symptoms 
and signs of a space-occupying lesion ap- 
pear, the diagnosis of parasitic localiza- 
tion in the brain is almost certain. 

It is difficult, however, to determine the 
correct nature of cerebral lesions in a pa- 
tient without a history of pulmonary in- 
volvement, especially when he is first seen 
during the chronic stage of the disease, 
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his pulmonary lesions already well healed, 
his peripheral blood no longer revealing 
eosinophilia and his sputum no longer con- 
taining parasitic ova. In the case of such 
a patient, the correct diagnosis can be 
established only after operative explora- 
tion and examination of the surgical 
specimens, 

Busch and Cooper** stated that such 
parasitic involvement of the brain often 
produces a peculiar yellowish discoloration 
of the exposed cortex. Hooper*» had the 
same impression. In the 2 patients upon 
whom we operated we noticed this color. 
It is probable, therefore, that this yellow- 
ish discoloration of the brain may be help- 
ful in recognizing the correct nature of 
the lesion during exploration. 


Treatment.—Thus far there is no known 
effective helminthicide for the treatment 
of paragonimiasis. Kobayashi and Ando® 
advocated the use of emetine hydrochlo- 
ride, which, according to these authors, 
lessens the sexual activity of the trema- 
todes, causing them to produce fewer ova 
and accomplish less tissue destruction. For 
effective improvement they recommended 
a relatively heavy dose, i.e., 1.25 cc. of a 2 
per cent solution, given intramuscularly 4 
times daily for five successive days. Since 
the drug has an injurious effect on the car- 
diac musculature, its use should be dis- 
continued as soon as bradycardia or a fall 
in blood pressure is noted. Bercovitz® sug- 
gested more cautiously, that 1 gr. of eme- 
tine hydrochloride be given daily for seven 
successive days. Yokogawa, Ro, Wakisaka 
and So,?° in 1940, observed that sulfanila- 
mide (prontosil) has a beneficial action in 
cases of this disease, especially when ad- 
ministered in combination with emetine 
hydrochloride. In the cases of 9 patients 
with pulmonary paragonimiasis so treated 
by them, the infestation was successfully 
controlled in at least 4. 


With regard to cerebral paragonimiasis, 
it is our opinion that this chemotherapeu- 
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tic measure may be worth trying in the 
acute stage. Our first patient, who was 
given two courses of such treatment, re- 
sponded for a brief period, as was evi- 
denced by the brightening of his mental 
status, although he eventually died of the 
disease. We are convinced that the eme- 
tine hydrochloride will exert vermicidal 
action upon the parasites, provided they 
are still alive; hence, it will suppress the 
parasites’ activities and favor the process 
of localization. This kind of treatment is 
recommended for patients in whose cases, 
although the diagnosis is verified by oper- 
ation, the lesions cannot be completely 
excised because they are too acute, too ex- 
tensive or inaccessible. It is also advisable 
to give a course of such treatment post- 
operatively when living worms or ova are 
discovered in the removed specimens. 


It is difficult to obtain a successful out- 
come if the operation is performed in the 
early stage of cerebral involvement. At 
that time the parasite is still wandering 
in the cerebral tissue, and edema and in- 
flammation are widely distributed. Locali- 
zation of the lesion is often inaccurate, 
and surgical extirpation is frequently im- 
possible. In dealing with the mounting 
intracranial tension, we recommend a 
combination of chemotherapeutic treat- 
ment and decompressive measures (either 
subtemporal decompression or daily spinal 
drainage). In due time, the process will 
probably be localized, and the cerebral 
swelling and the intracranial tension will 
gradually subside. 


When the lesion begins to be trans- 
formed into a definite granuloma, surgical 
intervention will bring about the most 
substantial result. Ventriculographic and 
cerebral angiographic studies should be 
employed to obtain the exact localization. 
Complete surgical excision can usually be 
accomplished at this time. 


When the situation is favorable, so that 
the cerebral lesion undergoes spontaneous 
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calcification, the proper management of 
the patient will depend upon the extent of 
the symptoms produced by these inert foci 
in the brain. We consider it well justified 
to handle such a patient conservatively if 
he suffers only from convulsive disorders; 
at the same time, the convulsions can be 
well taken care of by the ordinary anti- 
convulsive measures. In all probability 
the foci in such cases will gradually lose 
their alertness and significance in initiat- 
ing the symptom complex. 


SUMMARY 


Paragonimiasis is a parasitic disease 
that exists endemically in Japan, Korea, 
China (Formosa) and the Philippines. 
Cerebral localization of this parasitic in- 
festation is not infrequent. Its clinical 
course can be divided into a stage of cere- 
bral inflammation, a stage of intracranial 
hypertension and a stage of chronic cere- 
bral irritation. The history of having 
eaten infested, parasite-carrying, fresh 
water crabs and the presence of typical 
ova in the sputum are important leads in 
arriving at a correct diagnosis. Surgical 
treatment is profitable only when the le- 
sions in the brain have transformed into 
localized granulomas. 

A detailed report of 3 cases is also in- 
cluded. 


RIASSUNTO 


La paragonimiasi é una malattia paras- 
sitaria endemica nel Giappone, in Corea, 


in Cina (Formosa) e nelle Filippine. La 
localizzazione cerebrale del parassita non 
é rara. I] suo quadro clinico pud essere 
distinto in tre stadi: infiammazione cere- 
brale, ipertensione intracranica, irritazione 
cerebrale cronica. Per giungere ad una 
diagnosi corretta é necessario che nella 
anamnesi figuri la ingestione di gamberi 
di acqua dolce, vettori del parassita, e che 
vi siano nello sputo le caratteristiche uova. 


321 


WANG AND SHIH: PARAGONIMIASIS 


La cura chirurgica é utile solo quando le 
lesioni cerebrali sono del tipo del granu- 
loma localizzato. Vengono riferiti per es- 
teso 3 casi. 


RESUME 


La distomiase pulmonaire est une affec- 
tion parasitaire qui existe 4 |’état endé- 
mique au Japon, en Corée, en.Chine (For- 
mose) et aux Philippines. La localisation 
cérébrale de cette affection n’est pas rare. 
Son évolution clinique peut étre divisée en 
un stade d’inflammation cérébrale, un 
stade d’hypertension intracranienne, et un 
stade d’irritation cérébrale chronique. Le 
fait d’avoir mangé des crabes d’eau douce 
infestés, porteurs de parasites, et la pré- 
sence d’oeufs typiques dans les crachats 
sont des indices importants pour un diag- 
nostic correct. Le traitement chirurgical 
n’est efficace que lorsque les lésions céré- 
brales se sont transformées en granulomes 
localisés. 

Une étude détaillée de trois cas est in- 
clue dans ce rapport. 


SUMARIO 


s 


A paragonimiase é uma doenca para- 
sitica que existe endemicamente no Japao, 
Coreia, China (Formosa) e nas Filipinas. 
A localizacgéo desta infestacgao parasitica 
nao é infrequente. Seu curso clinico pode 
ser dividido em um estagio de inflamacaéo 
cerebral, um estagio de hipertensao intra- 
cranial e um estagio de irritacao cerebral 
crénica. A hist6ria de se ter comido hor- 
talicas de Agua fresca infestada e porta- 
doea de parasita e a presenca de ovas 
tipicas no escarro sao dados importantes 
para se chegar a um diagnastico correto. 
O tratamento cirirgico é aproveitavel 
apenas quando as lesées no cérebro tenham 
se transformado em granulomas localiza- 
dos. 

Um relatério detalhado de 8 casos esta 


incluido. 
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ZUSAM MENFASSUNG 


Die Paragonimiasis ist eine parasitire 
Erkrankung, die in Japan, Korea, China 
(Formosa) und in den Philippinen ende- 
misch besteht. Das Gehirn ist nicht selten 
befallen. Der klinische Verlauf lasst sich 
in ein Stadium der Gehirnentziindung, in 
eines der intrakraniellen Druckerhéhung 
und in eines der chronischen Gehirnrei- 
zung einteilen. Zur Stellung der Diagnose 
bilden die Anamnese des Verzehrens von 
Siisswasserkrebsen, die von den Parasiten 
befallen sind, und der Nachweis der typi- 
schen Eier im Auswurf wichtige Hinweise. 
Die chirurgische Behandlung ist nur dann 
von Nutzen, wenn die Verinderungen im 
Gehirn sich in umgrenzte Granulome ver- 
wandelt haben. 

Die Arbeit enthalt einen ausfiihrlichen 
Bericht iiber drei Krankheitsfialle. 
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Our ancestors were a nostrum-loving race from the king to the cottager, and the 
history of panaceas and specifics would form a large volume of humiliating mem- 
orials, of the credulity of the public that would swallow them, and the infatuation 
of the physician who could prescribe them. Who could believe that a philosopher 
would eat two hundred pounds of soap?—a bishop drink a butt of tar-water? or 
that in a course of chemical neutralization, Meyer should swallow twelve hundred 


pounds weight of crab’s eyes . . 


. In German Ephemerides, the case of a person 


is described, who had taken so much Elixir of Vitriol, that his keys were rusted 
in his pocket by the transudation of the acid through the skin, and another patient 
is said to have taken Argentum Nitratum, in solution, until he became blue. 


. 


—William Wadd, circa 1827 
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urgent obstetric emergency for which 

definitive treatment should be started 
immediately and completed, if possible, 
within four hours. Its incidence varies 
from 1 in 85 to 1 in 244, since many au- 
thors group together all cases of prema- 
ture separation, whether mild, moderate 
or severe. If we were to consider all of 
our 125 cases of pain with bleeding during 
the last trimester of pregnancy our inci- 
dence of abruptio placentae would be 1 in 
207. 

This study, however, is restricted to 82 
cases of severe abruptio placentae occur- 
ring in 25,977 deliveries in the Obstetrics 
Service of the Harlem Hospital, New 
York, from Oct. 1, 1949 to Oct. 1, 1955. 
Our incidence for severe abruptio placen- 
tae, therefore, was 1 in 316. 

The criteria for severity are: (1) pain, 
which ranges from moderate to excruci- 
ating; (2) hemorrhage, which is always 
profuse internally but may be minimal ex- 
ternally; (3) irritability or tetany of the 
uterus; (4) fetal distress or death; (5) 
impending or actual shock; (6) hypofi- 
brinogenemia, and (7) occasionally acute 
renal failure. The first four are fairly 


S use abruptio placentae is an 
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constant; the fifth and sixth may follow if 
treatment is not instituted quickly. 

The most constant symptom of severe 
abruptio placentae, in our experience, is 
sudden, often excruciating pain occurring 
in the last trimester of pregnancy. Exter- 
nal bleeding is frequently minimal and 
sometimes absent. The uterus is tender, 
irritable and often tetanic. Fetal death is 
common. A retroplacental clot, with a 
crater in the maternal surface of the pla- 
centa, is a uniform observation. In a large 
municipal institution like the Harlem Hos- 
pital, which serves a geographically lim- 
ited but densely populated area, patients 
are often admitted within minutes of the 
onset of their illness. Our symptom se- 
quence may therefore differ from those 
recorded in hospitals whose patients come 
from a distance. 

The features of this clinical entity are 
listed in Table 1, in the order of frequency 
encountered in our series. 

An analysis of our 82 cases follows: 

Age.—Our youngest patient was 15 
years old, our oldest 40. The average age 
was 27.3 years. Age apparently was not 
a factor, since the age range in this series 
did not differ significantly from the ages 
of the rest of our obstetrical population. 

Gravidity—Seventy-two (87 per cent) 
of the patients were gravidae 2 or more. 
Ten (12 per cent) were gravidae 1. Se- 
vere abruptio placentae appears to be 
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more frequent in multigravid women. 

Parity.—Fourteen (17.1 per cent) of 
our patients were primiparae and 68 (82.9 
per cent) were multiparae. This differs 
from the figures of Douglas and his asso- 
ciates,! who reported 46.6 per cent primip- 
arae and 52 per cent multiparae, 

Multiple Gestation.—There were 2 cases 
(2.4 per cent) of twin pregnancy. In both 
of these there was evidence of severe tox- 
emia. In 1 of the patients hypofibrinogen- 
emia developed and was followed by acute 
renal failure (Fig. 1). 

Race.—The percentage of Negroes ad- 
mitted to the Obstetrics Service of the 
Harlem Hospital is invariably high. In 
this study 96 per cent of our patients were 
Negro; only 4 per cent were white or 
Puerto Rican. No case of severe abruptio 
placentae occurred in the white patients, 
which resulted in an incidence of 0.26 per 
cent for this emergency among Negro ob- 
stetric patients. One must however be 
wary of drawing conclusions from skewed 
samples. 

Duration of Pregnancy.—From Table 2 
it appears that none of the patients with 
severe abruptio placentae in our series 
went to full term. The greatest incidence 
occurred from the twenty-seventh to the 
thirty-eighth week of gestation. No cases 
of less than sixteen weeks’ gestation are 
recorded, because such cases are treated 
by the gynecologic service. 

Fetal Weight.—The largest infant in 
this series weighed 10 pounds and 71% 
ounces (4,760 Gm.). Its mother was dia- 
betic and had polyhydramnios. The small- 
est infant weighed 1114 ounces (320 Gm.). 
Its mother gave a history of only sixteen 
weeks’ gestation, but on admission the 
uterus was -found to be the size of 28 
weeks. The average fetal weight was 5 
pounds and 7 ounces (2,400 Gm.). 

Maturity.—Only 27 infants were ma- 
ture. Forty-two were premature, and the 
weights of 13 were not recorded. These 
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TABLE 1.—Pathologic Signs Associated with Se- 
vere Abruptio Placentae, in Order of Frequency 








Pain 

Retroplacental clot 

Internal bleeding 

External bleeding 

Tetanic uterus 

Absence of fetal parts 
Absence of fetal heart tones 
Hypertension and Proteinuria 
Shock 

Edema 

. Clotting defect 


Hypertension without 
Proteinuria 


. Acute renal failure 
Other renal impairment 
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TABLE 2.—Duration of Pregnancy 





Weeks of Gestation No. of Cases 
16-26 4 
27-32 27 
33-36 27 
37-38 23 
Undetermined 1 
Term 0 
Total 82 


























were usually immature. This seems to co- 
incide with the durations of pregnancy. 

Couvelaire Uterus.—Nine cases of Cou- 
velaire uterus were observed, an incidence 
of 10 per cent. All of the patients were 
given massive transfusions. Two were 
treated by hysterectomy in the days before 
fibrinogen was in use in our hospital. 
After fibrinogen became available, 1 pa- 
tient was restored to normal clotting by 
the administration of 1.7 Gm. A typical 
example of the Couvelaire uterus is shown 
in Figure 2. 

Methods of Delivery.——The methods of 
delivery were pelvic alone, pelvic preceded 
by pitocin, and cesarean section. These 
are analyzed in Table 3. 

Fetal Mortality—The fetal mortality 
rate was high, amounting to 75 per cent 





VOL. XXVI, NO. 3 


of the 84 infants (there were 2 sets of 
twins). 

Maternal Morbidity.—Morbidity, as evi- 
denced by a temperature of 100.2 F. or 
higher for two or more days, was present 
in 34 (41.5 per cent) of the patients. 
Forty-eight patients (58.5 per cent) were 
afebrile. The average period of hospitali- 
zation for the febrile patient was eleven 
and eight-tenths days, while that of the 
afebrile patient was only five and nine- 
tenths days. 

Maternal Mortality. — There were 3 
deaths in our series, an incidence of 3.6 
per cent. Two of these followed cesarean 
section, and 1 followed pelvic delivery. 

Other Factors. — We have eliminated 
from this review a number of other fac- 
tors, such as the Rh factor, syphilis and 
diabetes, which were found to have no 
statistical significance. 

Etiologic Factors. — Severe abruptio 
placentae has been attributed to many fac- 
tors, including trauma, previous uterine 


operations involving the placental site, 
pathologic conditions of the cord, toxemia, 
renal disease, vascular impairment and 
premature rupture of the membranes. Our 
study has not demonstrated any single 
etiologic factor as responsible for severe 
abruptio placentae, 


Trauma: Only 1 patient in our series 
had a definite history of trauma. She was 





TABLE 3.—Method_of Delivery and Associated 
Maternal and Fetal Mortality* 





Maternal Fetal 
Mortality Mortality 
No. of Per Per P. 
Method of Delivery Cases Cent No. No. 


Pelvic a¢. eee. 2 k 30 
Pitocin, followed 
by pelvic 
delivery 20 , 12 
Cesarean 
section - ee Se ees 
Total 82 100 3s: 86 @ 

















*The fetal mortality rate is based upon 84 in- 
fants, since two sets of twins were delivered by 
the pelvic route. 
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a 15-year-old girl, gravida 2, para 1, who 
sustained a severe fall four hours before 
admission. Thirty minutes before admis- 
sion she had sudden excruciating abdom- 
inal pain without external bleeding. The 
uterus was tender and board-like on ad- 
mission, with only a minimal amount of 
vaginal bleeding. There was no evidence 
of toxemia. ; 

Previous Uterine Operations: In only 8 
cases (10 per cent) had previous opera- 
tions been performed on the uterus. Five 
or the patients had undergone previous 
cesarean sections; 2, dilation and curet- 
tage, and 1, cornual resection for ectopic 
pregnancy. 

Pathologic Cord.—Pathologic change in 
the cord was not noted in our series. Either 
it was absent or it was considered of no 
significance. 

Toxemia: Hypertension and proteinu- 
ria have been reported as present in 50 to 
70 per cent of patients with some degree 
of abruptio placentae. We have observed 
them in 45.1 per cent of our cases. It does 
not necessarily follow, as O’Donel Browne? 
has pointed out, that the toxemia is the 
cause of the abruptio placentae. Concealed 
hemorrhage, regardless of the cause, may 
be a factor in producing proteinuria. 

Renal Impairment. — Eight patients 
showed definite evidence of renal impair- 
ment, which was confirmed by the blood 
chemical values and other data. In 5 of 
these acute renal failure developed, for 
which they were treated. Four with acute 
renal failure survived, but 1, who was ad- 
mitted to the hospital in coma, soon died. 
The diagnosis of acute renal failure in this 
patient was confirmed at the autopsy 
table, where lesions resembling the tubu- 
lorhexis described by Oliver, McDonnell 
and Tracy® were observed. 

Proteinuria. — Thirty-seven patients 
(45.1 per cent) had proteinuria and hyper- 
tension on admission. Of these, 3 gave no 
history of hypertension or proteinuria and 
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had attended no prenatal clinic. Ten dis- 
played normal prenatal courses. The re- 
maining 24 had had proteinuria and hyper- 
tension while receiving prenatal care. Six- 
teen of the latter group were noted in the 
Clinic to have edema. From this we must 
conclude that we were able to diagnose the 
existence of true toxemia prior to the 
abruptio placentae in only 24 (29 per 
cent) of our 82 cases, 

From our series we are inclined to agree 
with Browne that severe abruptio placen- 
tae per se may be one of the causes of 
hypertension and proteinuria, regardless 
of the cause of the abruptio itself. We have 
considered the possibility that in some of 
our cases the hypertension may have been 
an initial rise before the fall that occurs 
with shock, but we have no statistical 
proof of this. 


Hypofibrinogenemia.—As early as 1901, 
De Lee? reported a hemorrhage tendency 
accompanying abruptio placentae. Dieck- 
man,° in 1936, reported a decrease in fi- 
brinogen in some cases. The present con- 
cept of this defect, called afibrinogenemia, 
appeared in 1953, after publication of the 
work of Reid, Weiner and Roby® at the 
Boston Lying-In Hospital. Afibrinogene- 
mia implies complete depletion of circulat- 
ing fibrinogen, which is rare. More fre- 
quently only a decrease in the total amount 
of circulating fibrinogen is apparent in 
these cases of continuing hemorrhage. 
Hypofibrinogenemia is therefore the usual 
diagnosis. 

It has been suggested by Reid, Weiner 
and Roby® that a thromboplastin-like ma- 
terial from the retroplacental clot or ne- 
crotic decidua enters the maternal circu- 
lation and combines with all the available 
fibrinogen, initially producing intravascu- 
lar clotting and subsequently a coagulation 
defect which is responsible for the hemor- 
rhagic diathesis. It should be emphasized 
that afibrinogenemia appears only in cases 
of severe abruptio placentae. 
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From. Oct. 1, 1949, to Oct. 10, 1953, we 
observed 8 cases of abnormal hemorrhage 
and lack of clotting in patients with severe 
abruptio placentae, which in our present 
opinion were cases of hypofibrinogenemia. 
From Oct. 10, 1953, to Oct. 1, 1955, hypo- 
fibrinogenemia was definitely diagnosed in 
7 more cases, making a total of 15 patients 
with hypofibrinogenemia, an incidence of 
1 in 5.4. 

The bleeding associated with hypofi- 
brinogenemia is not from the placental 
site alone. We have observed nasal, rectal, 
conjunctival, gingival and cutaneous hem- 
orrhages. Venipuncture or even palpation 
of the skin may be followed by local hem- 
orrhage. Some of these sites are shown in 
Figure 3. 

The diagnosis of hypofibrinogenemia is 
made by (1) the observation of nonclotting 
hemorrhage, (2) an abnormally long clot- 
ting time by clot observation test, (3) 
dissolution of the clot after one hour at 
room temperature and (4) a blood fibrino- 
gen level below 111 mg. per hundred cubic 
centimeters. 


Pathologic Picture. — Hertig? described 
severe abruptio placentae when due to 
toxemia as acute degenerative arteriolitis 
that occurs at the placental site. He at- 
tributed nontoxic separations to a senile 
degenerative status. Profuse bleeding is 
present but may be entirely concealed, at 
least at the onset. Greenhill® stated that 
the escaping blood “pursues one of four 
courses: First, and most rarely, it may 
distend the uterine wall toward the abdom- 
inal cavity and encroach on the cavity of 
the ovum, the edges of the placenta re- 
maining attached to the uterus. Second, 
it may dissect all the membranes around 
it severing almost all the connections of 
the ovum. Third, it may break into the 
amniotic fluid. Fourth, it may seek a di- 
rect passage outward from the edge of the 
placenta under the membranes through 
the cervix into the vagina.” We have ob- 
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POSNER ET AL: SEVERE ABRUPTIO PLACENTAE 


Fig. 1—Photograph taken in a case of severe abruptio placentae occurring in twin pregnancy. Note 
placenta with crater formation. 


served all four pathways. 

Retroplacental clot and placental crater 
were observed grossly in every one of our 
82 cases. The clots ranged from moderate- 
sized to massive. They were present at 
various aspects of the maternal surface of 
the placenta, seldom centrally located, and 
usually associated with sclerotic changes 
on the maternal surface. Unfortunately, 
in the 1 case of abruptio placentae attrib- 
uted to trauma no description of the pla- 
centa was recorded beyond the statement 
that a retroplacental hematoma was pres- 
ent. Figure 4 shows a placenta with the 
characteristic crater. 

Management.—Because severe abruptio 
placentae is associated with great pain, 
profuse concealed hemorrhage and rapid 
intrauterine fetal death, and may soon be 
followed by shock, clotting defects and 
even maternal death, we do not believe in 
temporizing. Management is directed 
toward (1) hemorrhage and hypofibrino- 
genemia; (2) impending or actual shock 


and (3) the emptying of the uterus. 


Initial Steps.—As soon as a patient with 
severe abruptio placentae is admitted to 
the Obstetrics Service of the Harlem Hos- 
pital, the chief resident obstetrician and 
the attending obstetrician on duty are no- 
tified. Blood samples are drawn for typ- 
ing, Rh factor, crossmatching, blood 
chemical tests and clot observation. The 
clot observation test is repeated at inter- 
vals of thirty minutes until normal clotting 
is resumed or delivery completed. It is 
then repeated hourly until four hours after 
delivery. A continuous infusion of 5 per 
cent dextrose in saline solution through an 
18-gauge needle is used to keep a vein 
patent. Blood pressure and fetal heart 
heart tones, if present, are recorded and 
observed at fifteen-minute intervals. A 
catheterized urine specimen is taken and 
examined for albumin. 

Hemorrhage and Hypofibrinogenemia. 
—If hypofibrinogenemia is present or is 
in the process of developing, fibrinogen in 
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Fig. 2.—Drawing of a typical example of the 
Couvelaire uterus. 


an amount sufficient to restore normal 
clotting is administered in 200 cc. of dis- 
tilled water. The initial dose of fibrinogen 
is about 1.7 Gm. Transfusion of properly 
crossmatched whole blood should be ad- 
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ministered as rapidly as is necessary. It 
must be remembered that whole blood 
alone is not sufficient in the treatment of 
developing hypofibrinogenemia, since bank 
blood has a lower level of fibrinogen than 
has normal circulating blood. We attempt 
to maintain a supply of 10 Gm. of fibrino- 
gen on the delivery floor at all times. 

Shock.—Shock is treated by the admin- 
istration of morphine sulfate .016 mg. on 
admission, repeated when necessary. It is 
further treated by replacement of fibrin- 
ogen and blood. If there is any delay in 
obtaining properly crossmatched blood, 
type O, Rh-negative blood, modified by 
Witebsky substance, is given temporarily. 

Emptying the Uterus.—While these pro- 
cedures are going on, the operating room 
is prepared for any emergency that may 
occur. A sterile vaginal examination is 
performed as soon as possible. If the 
membranes are unruptured, they should 
be ruptured at this time. Intrauterine 
pressure is thus relieved, and the chances 
of forcible entrance of more thromboplas- 
tin into the maternal circulation are di- 
minished. 

If shock and hypofibrinogenemia, if any, 
have been corrected, rapid spontaneous 


Fig. 3.—Bleeding (a) at site of RGRIE HI and (b) from gingiva in a woman 23 years old, grav- 
ida 1, para 0, with severe abruptio placentae and hypofibrinogenemia. 
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labor will often follow rupture of the bag 
of waters. If the cervix is effaced and di- 
lation equals 4 cm. or more, the labor will 
usually progress rapidly. If the cervix is 
effaced but dilated only slightly, the em- 
ployment of pitocin infusion, after correc- 
tion of clotting defect and blood replace- 
ment, in our experience seems to offer the 
best chances for a live mother and a live 
baby. This was evident in our series even 
though we were aware of Reid’s observa- 
tion that pitocin infusion may force more 
thromboplastin-like substances into the 
maternal venous sinuses, thus further de- 
pleting the amount of fibrinogen in the 
maternal circulating blood. It must be 
stated, however, that fetal heart tones 
were present in a larger number of pa- 
tients delivered with the aid of pitocin 
infusion than in those who were delivered 
spontaneously or by cesarean section. La- 
bor may not ensue, especially if the cervix 
is long, closed and hard. After clotting 
defect, hemorrhage and shock have been 
treated, we do not countenance any fur- 
ther delay. If. there is a possibility of fetal 
salvage in these cases, a cesarean section, 
usually of the low flap type, is then per- 
formed. Even if fetal heart tones are ab- 
sent, we may perform a cesarean section 
on a patient with severe abruptio placen- 
tae if labor does not progress and delivery 
does not occur within four hours. 

In our opinion, once the hemorrhage, 
clotting defect and shock have been 
treated, further delay mzy only permit the 
vicious process to continue. Hypofibrino- 
genemia may occur at any stage, even 
after the placenta has been removed. Only 
recently we observed a case in which the 
fibrinogen level dropped and epistaxis oc- 
curred just as we were suturing the fascia 
after having completed a cesarean section 
for severe abruptio placentae. 

Since fibrinogen has been available at 
our institution, hysterectomy for Couve- 
laire uterus has been unnecessary. 
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Fig. 4.—Placenta with characteristic crater. 
CONCLUSIONS 


1. The incidence of severe abruptio pla- 
centae in 25,977 deliveries performed in a 
six-year period at the Harlem Hospital, 
New York, was 1 in 316. 

2. Although toxemia was frequently 
present in patients with severe abruptio 
placentae (45.1 per cent) existence of tox- 
emia prior to admission could be estab- 
lished in only twenty-four of the thirty- 
seven patients with toxemia. This repre- 
sents 29.2 per cent of the total number of 
patients with severe abruptio placentae 
and 64.8 per cent of those in this series 
who had evidence of toxemia. 

8. Since hemorrhage (and hypofibrino- 
genemia, which prolongs the hemorrhage) 
are among the most serious complications 
of this obstetrical catastrophe, immediate 
recognition and hematologic therapy are 
indicated even before definitive treatment 
is commenced. 

4. Bleeding from other than the placen- 
tal site may occur as the result of depletion 
of fibrinogen in the circulating blood. 

5. Hysterectomy may not be necessary 
for the treatment of the Couvelaire uterus 
if fibrinogen levels are maintained and lost 
blood replaced. 
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6. Although the method of delivery must 
be designed to fit the individual case, pel- 
vic delivery with pitocin stimulation ap- 
pears to offer the best prognosis for the 
infant. 

7. Prompt and adequate treatment of 
severe abruptio placentae should be insti- 
tuted in an attempt to lower the maternal 
mortality rate, which in the authors’ series 
was 3.6 per cent against an overall ma- 
ternal mortality rate of 0.19 per cent. 

8. The staggering fetal mortality (75 
per cent) calls for further study in an at- 
tempt to increase fetal salvage. 


RESUME 


L’auteur présente une étude de 82 cas 
de placenta abruptio grave sur 25.977 ac- 
couchements au Harlem Hospital, New 
York, d’octobre 1949 4 octobre 1955. Les 
données suivantes sont relievées: 

1. Fréquence: 1 cas sur 316, 

2. Taux de mortalité de la mére: 3,6%. 

3. Les anomalies graves accompagnant 
le placenta abruptio sont énumérées dans 
leur ordre de fréquence. La toxémie, l’hy- 
pofibrinogénie et l’hémorragie sont discu- 
tées; le traitement des cas d’urgence en 
obstétrique est développé, en insistant sur 
la nécessité d’un traitement adéquat 
rapide. 


RIASSUNTO 


Viene presentata una serie di 82 casi di 
grave rottura di placenta, verificatisi su 
25.977 parti all’Ospedale Harlem di New 
York dall’ottobre del 1949 all’ottobre del 
1955. I dati pit importanti sono i 
seguenti: 

1. Frequenza | su 316. 

2. Mortalita materna 3,6%. 

3. Vengono elencate, in ordine di fre- 
quenza, le pit gravi anomalie associate 
alla rottura di placente. Vengono conside- 
rate, inoltre, la tossiemia, la ipofibrinoge- 
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nemia, l’emorragia, e infine la cura di 
questa condizione che richiede un inter- 
vento urgente e adeguato. 


ZUSAM MENFASSUNG 


Es liegt ein Uberblick iiber 82 Falle von 
schwerer Plazentarablésung vor, die unter 
25977 Entbindungen im Harlem-Hospital 
in New York in der Zeit vom 1. Oktober 
1949 bis 1, Oktober 1955 vorkamen. Die 
folgenden Angaben werden gemacht: 

1. Haufigkeit des Auftretens der Er- 
krankung: ein Fall unter 315 Entbin- 
dungen. 

2. Sterblichkeitsquote unter den Miit- 
tern: 3,6 Prozent. 

3. Die schweren Abnormitaten, die mit 
schwerer Plazentarablésung einhergehen, 
werden in der Reihenfolge ihrer Haufig- 
keit aufgezahit. Blutvergiftung, Mangel 
an Fibrinogen im Blut und Blutungen 
werden erértert. Die Behandlung dieses 
geburtschilflichen Notzustandes wird be- 
schrieben, und auf die Notwendigkeit 
unverziiglicher und hinreichender Be- 
handlung wird hingewiesen. 


SUMARIO 


Um relatério de 82 casos de severa 
abruptio placentae, que ocorren entre 
25.977 partos no Harlem Hospital, Nova 
York, de 1 de outubro de 1949 a 1 de outu- 
bro de 1955, é apresentado. Notaram-se 
os seguintes dados: 

1. A incidéncia foi de 1 em 316. 

2. A média de mortalidade materna foi 
de 3.6%. 

3. AS graves anormalidades associadas 
com severa abruptio placentae estao enu- 
meradas por ordem de frequéncia. A toxe- 
mia, a hipofibrinogenemia e a hemorragia 
sao discutidas, e o cuidado desta emergén- 
cia obstétrica, com énfase no tratamento 
pronto o adequado, é delineado. 
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Philadelphia: 


The Materia Medica of Sir Theodore Mayerne, fellow of the College and physician 
to four kings, affords a tolerable specimen of credulity and superstition. His power 
for gout had, among other things, rasping of a human skull unburied; for hypo- 
chondriasis, an ointment made from adders, bats, sucking whelps, earthworms, hog’s 
grease, marrow of a stag, and of the thigh bone of an ox. The lungs of a man who 
had suffered violent death, the liver of frogs, the blood of weasels, and many other 
ingredients, worthy of the witches’ cauldron, were specifics with this great doctor. 


—William Wadd, circa 1827 
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as an abnormal adherence of part or 

all of the placenta to the uterine 
wall, with partial or complete absence of 
the decidua basalis, especially the spongi- 
osum layer. 

The degree of invasion by the villi af- 
fords a pathologic classification. Thus, 
“placenta accreta” describes superficial 
adherence, “placenta increta” deep pene- 
tration of the myometrium, and “placenta 
percreta” complete penetration by the villi 
through the myometrium to the serosal 
surface.” If all the cotyledons are involved 
the condition is called “total accreta” ; 
when only some of them are involved, 
“partial accreta,” and if only one is in- 
volved, “focal placenta accreta.” 

The actual incidence has not been deter- 
mined. De Carle, in answer to a question- 
naire, stated that only a small number of 
the cases observed have been reported.’ 
The positive diagnosis of placenta accreta 
is made on the basis of failure to find a line 
of cleavage between the placenta and the 
uterine wall on intrauterine examination.‘ 


The management of a case of placenta 
accreta depends on the symptoms and con- 
ditions. Hysterectomy is indicated in cases 
of active bleeding and/or rupture of the 
uterus. The patients selected for conserva- 
tive management should be those who have 
had minimal bleeding and minimal manip- 


P LACENTA accreta has been defined 
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ulation, and patients by whom future preg- 
nancy is desired and considered important. 
Their cases are managed by the use of 
blood, antibiotics, oxytocics and packing.® 

Schuyler® was able to collect only 10 
cases of rupture of the uterus due to 
placenta accreta, and he reported the elev- 
enth. The case to be reported here adds 1 
more to the list. 


REPORT OF A CASE 


Mrs. K. C., aged 36, gravida 4, para 3, with 
no history of previous operations or intrau- 
terine manipulations, was admitted to the 
Sacred Heart Hospital on Jan. 18, 1951, at 
4:20 p.m., under the service of her attending 
physician. Her most recent menstruation had 
occurred on Jan. 21, 1950, and the estimated 
date of confinment was March 28, 1951. The 
membranes had ruptured on January 11, of 
that year, and she had been treated at home 
by bed rest and antibiotics. She entered the 
hospital because of pain in the left lower 
abdominal quadrant and loss of a small amount 
of bright red blood. Shortly after admission the 
pain subsided, and on January 19, at 10.15 
a.m., contractions began. At 5:10 p.m. dilata- 
tion was complete. 

At 5:25 a girl weighing 1,160 Gm. was 
delivered spontaneously. At 6 p.m. the pla- 
centa had not yet been delivered. There was 
very little external bleeding, but the pulse was 
thready, and the blood pressure could not be 
obtained. A cut down on the cubital vein was 
performed and a blood transfusion started. 
The patient rallied slightly but soon relapsed 
into shock. At 8 p.m. a consultation was called 
for. The patient was anesthetized as soon as 
possible after a transfusion had been started 
in the other arm. Both transfusions were 
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given under pressure. 

The uterus was explored, a tear was observed 
on the anterior surface. No attempt was made 
to remove the placenta at this time. The cord 
was cut off near the vulva. The abdomen was 
opened in the midline, and two large hemato- 
mas were observed. The largest, approximately 
8 cm. in diameter, was in the left broad liga- 
ment. The second was about half that size and 
under the bladder reflection. The bladder was 
reflected downward, and a tear 8 inches (7.5 
cm.) long was observed on the anterior surface 
of the uterus. Owing to the anatomic disturb- 
ance caused by the hematomas, the tear was so 
extended that the interior of the uterus could 
be used as a landmark. A second tear was 
present on the left. It was 1 inch (2.5 cm.) 
long and extended into the hematoma of the 
left broad ligament. Subtotal hysterectomy 
was done. The patient was given a total of 
eleven blood transfusions before, during and 
after the operation. 

Microscopic sections revealed thinning of 
the myometrium, with trophoblastic cells and 
chorionic villi extending to within 1 low-power 
microscopic field of the uterine serosa of the 
uterus. The diagnosis was placenta accreta. 

The patient had a stormy course for three 
days and from then on made an uneventful 
recovery. She was discharged on the twelfth 
postoperative day, having been kept a few days 
longer than usual because she lived sixty miles 
away, in a forest camp where her husband was 
a ranger. The infant did not do well, and on 
February 4, was operated on for intestinal 
obstruction. At the operation the signs ob- 
served were those of meconium ileus. After the 
operation the infant began to improve, but 
on February 8, she died, owing to aspiration of 
regurgitated material. 


RIASSUNTO 


L’autore riferisce un casi di rottura 
uterina dovuta ad una placenta accreta, il 
quale, almeno per quanto é stato possibile 
determinare, é il dodicesimo della lettera- 
tura. 

Si trattava di una donna di 36 anni, 
pluripara. La cura ebbe esito felice e la 
paziente guari dopo una convalescenza 
burrascosa. La neonata, unabimba di 1160 
grammi di peso, sembrava potesse soprav- 
vivere, ma mori meno di un mese dopo la 
nascita per polmonite ab ingestis, 


MARTINI: PLACENTA ACCRETA 


Invasion of placenta close to serosal surface. 


RESUME 


L’auteur rapporte un cas de rupture de 
l’utérus due a des adhérences du placenta 
qui est, selon lui, le douxiéme cas de ce 
genre publié. II s’agit d’une femme de 36 
ans (quatre grossesses, trois accouche- 
ments). Bon résultat aprés une convales- 
cence riche en incidents. Le nouveau-né 
(sexe féminin, poids 1,160 Gm.) paraissait 
devoir survivre mais mourut moins d’un 
mois plus tard aprés avoir aspiré des ma- 
tiéres régurgitées. 


RESUMEN 


El autor comunica un caso de ruptura 
uterina por placenta acreta; segun él se 
trata del doceavo caso reportado en la lit- 
erature. La paciente fué una mujer de 36 
anos, multigravida. El tratamiento tuvo 
éxito y el paciente se recuperé después de 
una convalescencia tormentosa. El pro- 
ducto, una nifia de 1,160 gms, murié antes 
de cumplirse un mes de su nacimiento a 
consecuencia de una aspiracién de mate- 
rial regurgitado. 
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SUMARIO 


O autor apresenta um caso de rutura 
uterina devido a placenta “acreta,” que 
até onde péde constatar, é o 12° da litera- 
tura. A paciente era uma mulher de 36 
anos, gravida 4, para 3. O tratamento foi 
bem sucedido e depois de tempestuosa con- 
valescenca a paciente se restabeleceu. A 
crianca, uma menina pesando 1,160 gr. 
deu a impressao de que ia viver, mas fale- 
ceu menos de um més apoés o nascimento 
devido 4 aspiracéo de material regurgi- 
tado. 


ZUSAM MENFASSUNG 


Der Verfasser berichtet iiber einen Fall 
von Gebarmutterruptur infolge von Pla- 
centa accreta. Soweit der Verfasser fest- 
stellen konnte, handelt es sich um den 
zwolften bisher veréffentlichten Fall dieser 
Art. Die Patientin war eine 36 jahrige 
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Frau, die drei Kinder geboren hatte und 
sich in der vierten Schwangerschaft be- 
fand. Die Behandlung war erfolgreich, 
und die Kranke erholte sich véllig nach 
einer stiirmischen Rekonvaleszenz. Das 
Kind, ein 1160g schweres Madchen, schien 
erst gewisse Aussichten zu haben, am 
Leben zu bleiben, starb aber noch vor 
Ende des ersten Lebensmonats infolge von 
Einatmung aufgestossenen Materials. 
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In the court of the Kings of Wales, the physician or surgeon was the twelfth 
person in rank, and appears to have had by law certain established fees. For curing 
a fleshwound that was not dangerous, he was allowed no other perquisite than such 
of the garments of the wounded person as were stained with blood; but for curing 
any of the three dangerous or mortal wounds, he was allowed a fee of one hundred 
and eighty pence, and his maintenance, besides the blood-stained garments. 


—William Wadd, circa 1827 








Late Surgical Results of Use of 


the Intraocular Acrylic Lens 


HAROLD RIDLEY, M.D., F.R.C.S. (Eng.), F.I.C.S. (Hon.) 
LONDON, ENGLAND 


it is of interest to review briefly a 
complete series of surgical results 
of the use of the intraocular acrylic lens. 
All patients who underwent this operation 
while in the general wards of St. Thomas’s 
Hospital in 1951, 1952 and 1953 were sent 
for early in 1956. The majority attended 
and were examined and refracted by the 
Ophthalmic Registrar, Miss F. V. Tallack. 
This list omits 2 patients operated on be- 
fore 1951 for whom the standard lens was 
not used and 5 in whose cases deliberate 
intracapsular extraction was employed, a 
technic soon abandoned because of the al- 
most invariable latedislocation of the 
acrylic lens into the base of the vitreous. 
The results are summarized in the ac- 
companying table. 

It will be noted that, after a long post- 
operative period, rather more than one- 
half of the eyes retain corrected acuity of 
6/12 (20/40) or better, one-third 6/9 (20/ 
30) or better and one-quarter 6/6 (20/20) 
or better. These proportions show some 
deterioration when compared with those 
published in 1954, after a shorter postop- 
erative interval, when two-thirds had 6/9 
and one-third 6/6 vision, and with the 
1955 series in which two-thirds had 6/12 
and one-half 6/9 or more. While it may 


A FTER an interval of several years 


Submitted for publication June 30, 1956. 


be fair to say that the majority of success- 
fully treated patients have retained their 
sight throughout the years, some have met 
with misfortune. 

Judged on visual acuity alone these re- 
sults are inferior to those of plain extrac- 
tion, but it must be emphasized that post- 
operative central acuity is not the only 
criterion by which the operative results 
should be compared. The acrylic lens does 
not magnify the image by one-third, so 
that, in a patient with an acrylic lens 6/9 
acuity is really equivalent to 6/6 through 
an aphakic correction. Moreover, a lens in 
the natural position provides natural sight 
with a full undistorted visual field. The 
eye can be used together with the other 
eye, which may slowly be deteriorating, 
and heavy and unsightly cataract glasses 
are not necessary to provide even moder- 
ate sight. In some patients, especially 
those with monocular cataract, natural 
vision even with as little as 6/18 acuity 
may be adequate and indeed preferable to 
a better central acuity obtained with the 
aid of strong lenses. Reading sight with 
an intraocular acrylic lens is often sur- 
prisingly good, and there are few eyes 
which cannot read small print even if the 
vision for distance is only moderate. 

It is evident that in cases of monocular 
cataract the incidence of preoperative 
complications, such as traumatic subluxa- 
tion or uveitis, which may adversely affect 
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the result, is likely to be greater than 
average. 

More is generally to be learned from 
failures than from successes, and in gen- 
eral the cause of trouble is fairly evident, 
surgical errors and late dislocation being 
the principal defects. 

There have been late dislocations in 4 
patients. The first, a boy aged 12, had an 
anterior dislocation resulting from a blow 
on the eye from a fist, after six months 
with an acuity of 6/9. The others were 
spontaneous posterior dislocations, 1 six 
months at 6/9, the second after twelve 
months with the same acuity and the third 
never having achieved an acuity of more 
than 6/36. In at least 1 of these cases and 
possibly in the others it is known that the 
posterior lens capsule was inadvertently 
removed, although the intention was to 
perform an extracapsular operation. 
Posterior dislocation of the lens cannot 
occur unless the posterior capsule or 
zonule has been torn, and it seems prob- 
able that, in the absence of a blow on the 
eye, most if not all such rents are caused 
at the time of the operation or, in cases of 
traumatic cataract, before it. It is not cer- 
tain that spontaneous posterior dislocation 
of an acrylic lens has ever occurred with 
the zonule and posterior capsule intact 
when the lens was inserted. Inadvertent 
removal of the entire capsule may occur 
unless the stronger anterior layer is care- 
fully incised before its center is torn out 
with forceps, and, since the zonule and 
posterior capsule are so much thinner, it 
is important that any residual tags of an- 
terior capsule should be cut with iris scis- 
sors and not just pulled away. If only a 
satisfactory method could be devised to 
prevent a lens from slipping downward 
over the face of the vitreous, e.g., suspen- 
sion of the lens by a projection hooked into 
the peripheral irridectomy, the incidence 
of late complications could be greatly re- 
duced, and it would then be possible to 
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employ intracapsular extraction, which is 
usually followed by little postoperative re- 
action and high visual acuity so long as 
the lens remains in place. Except in the 
1 case of trauma there was no anterior 
dislocation in this series; indeed, anterior 
dislocations have been very few among the 
large number of acrylic lens operations I 
have now performed. 

Of the other 4 patients with acuity less 
than 6/60, 1 had postoperative prolapse 
of the iris, loss of the anterior chamber 
and chronic iritis. One has an opaque 
vitreous, probably from hemorrhage, and 
2 others suddenly lost the anterior cham- 
ber and chronic iritis developed, probably 
because some soft lens matter was left in 
the eye at operation. This appears to be 
the most common and important surgical 
fault, and failure should be expected un- 
less a perfect extracapsular extraction is 
performed before an acrylic lens is in- 
serted. 

The reasons for only moderate visual 
results (less than 6/12 but more than 6/ 
60) in a quarter of the cases seem to be 
as follows: In 4 a dense posterior lens 
capsule, with probably a little adherent 
cortical matter, was to blame; in 1 of these 
the acuity had dropped from 6/6 to 6/18, 
but in the other 3 the visual standard has 
been constant. From this it seems that a 
posterior capsule kept taut by pressure 
from the acrylic lens shows little tendency 
to thicken or fold in the course of years. 
In 2 cases the moderate result is attribu- 
table to inflammatory deposits on the front 
of the lens, though generally these clear 
completely in time. In 2 cases the visual 
defect was caused by subluxation; in 1 of 
these late displacement occurred, the 
acuity dropping from 6/9 to 6/36, but in 
the other, in which no acuity above 6/36 
was ever obtained, it was probably due to 
a defective operation. In 1 other case mod- 
erate acuity was the result of corneal 
trauma, to which, in this instance, the 
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Results 





Operation and Dates 


Best Acuity Recorded 


Present Acuity 


Comments 





1/3/51, r. acrylic 
14/9/55, corepraxia 
20/2/56, corepraxia 


RV —1.5DS = 6/6 
—1.5DC/60° 
17/11/55 


6/60 


After 6/6 acuity for 
4 years, iritis de- 
veloped; resulting 
pupillary membrane 
divided successfully, 
with restoration of 
full visual acuity; 
second attack treated 
similarly but unsuc- 
cessfully to date 





10/5/51, r. acrylic 


6/6 unaided 
6/5 —0.5DS 
28/5/51 


6/6 unaided 
—1.0DC/70° = 6/5 


Cataract secondary 
to cyclitis 





25/7/51, r. acrylic 


+0.5DS = 6/9 
—1.0DC/180° 
30/8/51 


6/12 unaided 


Not seen since 1952 





25/7/51, r. acrylic 


—1.0DS = 6/6 
—2.0DC/75° 
21/1/52 


Not seen since 1952 





8/8/51, 1. acrylic 
10/11/52, removal 
of acrylic lens 


—1.5DS = 6/9 
—1.5DC/180° 
27/1/52 


Aphakic 


Traumatic cataract— 
intraocular F.B.; blow 
from fist dislocated 
lens into anterior 
chamber; reposition 
failed; lens removed 
1952 





10/9/51, r. acrylic 


+1.0DS = 6/9 
+1.5DC/10° 
31/10/51 


+1.25DS = 6/4 
+0.75DC/170 


Posterior capsule 
extremely thin and 
possibly not intact 





17/9/51, 1. aerylic 


—1.0DS = 6/12 
—1.0DC/70 pt. 
15/11/51 


—0.5DS = 6/6 
—1.75DC/90° 





20/9/51, 1. acrylic 


unaided = 6/12 
30/1/52 


+2.0DS = 6/9 pt. 





29/10/51, r. acrylic 


—2.5DS = 6/6 
—1.5DC/100° 
3/1/52 


—2.25DS = 6/5 
—2.0DC/100 





24/4/52, r. acrylic 


—7.0DS = 6/9 
—1.0DC/50° 


—8.0DS = 6/9 
—0.5DC/50 


Unusually high myopia, 
unexplained 





13/12/51, r. acrylic 
12/3/52, 1. acrylic 


—5.0DC/90 


+1.0DS = 6/24 
7/4/52 


R —3.0DC/90 
= 6/18 

L —1.0DC/70 
=—(G;ie 


Aged 89 and probably 
senile macular changes 





14/5/52, r. acrylic 


—4.5DC/100 
= 6/5 
26/5/52 


Not seen since 1953 





7/7/52, 1. acrylic 


—3.5DC/90 
= 6/9 
21/9/53 


—4,5DC/75 
= 6/6 pt. 





9/7/52, 1. acrylic 
22/6/58, 1. cap- 
sulotomy 
24/10/55, 1. post 
capsulotomy 


unaided 6/36 
29/6/53 


L + 1DS = 6/18 


Low acuity due to 
thick posterior capsule 
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Results 





Age 


Operation and Dates 


Best Acuity Recorded 


Present Acuity 


Comments 





53 


68 


24/7/52, r. acrylic 


RV = 6/60 just 
15/10/53 


Below 6/60 


Pupil distorted; 
anterior chamber 
shallow; cornea 
degenerate 





13/8/52, r. acrylic 


RV —1.0DS = 6/6 
—2.0DC/60 
4/5/53 


—3.5DS = 6/18 


Moderate acuity due 
to thick posterior 
capsule 





13/8/52, |. acrylic 


LV = 6/18 


6/9 aphakic 


Inadvertent intra- 
capsular—spontaneous 
dislocation 6 months 
after operation 





19/11/52, 1. acrylic 


LV + 1.0DS = 6/9 
8/12/52 


+0.5DC/90 = 6/9 


Cataract secondary 
to iridocyclitis 





27/11/52, 1. acrylic 
16/7/58, corepraxia 


LV —3.0DS = 6/18 
13/10/55 


—2.5DS 
—1.0DC/30 = 6/18 


Moderate acuity due 
to thick posterior 
capsule 





10/12/52, 1. acrylic 


LV + 3.0DC/150 
= 6/9 pt. 
20/5/53 


+3.0DC/150 = 6/9 





2/2/53, 1. acrylic 


LV 6/24 unaided 
5/3/53 


+0.5DS 
—1.75DC/70 = 6/4 


R. intraocular acrylic 
lens inserted 1956 





11/2/58, r. acrylic 


22/4/53, r. acrylic 


23/2/58, r. acrylic 


22/1/53, 1. acrylic 


11/6/53, 1. division 


posterior synechiae 


RV —3.0DS = 
6/6 pt. 
—3.0DC/75 
27/5/54 


—4.0DS = 6/18 
—3.0DC/75 


Drop of acuity from 
6/6 attributable to 
slight displacement 
of lens 








RV —1.5DS = 


6/6 pt. 
—2.0DC/90 


—1.5DS = 6/5 
—2.5DC/75 








RV —3DS = 
6/24 pt. 
9/4/53 


LV —2.5DC/135 _ 


= 6/36 
18/2/54 


"_3.0DS = 6/36 


—3.5DC/180 


Traumatic cataract— 
deterioration from 6/9 
caused by subluxation 
of lens 





—3.0DS = 6/12 


Severely injured in 
motor accident in 
July 1954 





12/2/53, r. acrylic 


. 


22/4/53, |. acrylic — 
25/8/53, dislocated 


RY = Fh 
2/7/53 


Pneumonia third post- 
operative day, followed 
by iritis and loss of 
anterior chamber; 

6 weeks after opera- 
tion, glaucoma; eye 
became blind and 
painful; lens removed 
April 1954 and enuclea- 
tion done December 
1955 (elsewhere) 





LV unaided 6/18 _ 


8/6/53 


25/8/58, dislocation 
of acrylic lens, ap- 
parently spontaneous; 
present acuity with 
aphakic correction, 
6/18 
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Results 





Operation and Dates 


Best Acuity Recorded 


Present Acuity 


Comments 





4/5/58, r. acrylic 
22/6/53, corepraxia 


RV —1.0DS = 6/9 
—2.0DC/90 
30/1/56 


—0.25DS = 6/24 
—2.0DC/95 


No cause apparent for 
drop of visual acuity 





1/6/53, r. acrylic 


RV —6.0DC/90 
= .6/22 


—6.0DC/90 = 6/18 


Moderate acuity due 
to lens tilt 





15/6/58, 1. acrylic 

20/6/53, 2 corneo- 
scleral sutures 

25/6/58, peripheral 
iridectomy with 
reposition of iris 


LV +2.0DS = 6/12 


6/12 


Not personally 
examined since 14/9/53 





29/7/58, r. acrylic 


—1.0DS = 
6/9 pt. 
—2.0DC/70 
20/5/54 


RV 6/24 unaided 





6/8/53, r. acrylic 
17/2/54, corepraxia 
1/1/55, dislocated 


= 6/36 
3/9/53 


Cause of visual de- 
terioration not evident 


Dislocation apparently 
spontaneous 11 months 
after corepraxia 





28/9/53, r. acrylic 


= PL 
11/11/55 


Probably old vitreous 
hemorrhage; no 
fundus reflex 





30/9/53, r. acrylic 
24/10/53, 1. acrylic 


RV —6.0DS = 6/9 
LV —6.25DS = 


6/12 
—4.0DC/170 
19/1/56 


RV —6.5DS = 6/9 
—3.5DC/90 

LV —6.25DS = 6/6 
+4.0DC/170 





10/10/58, r. acrylic 


5/5/54, corepraxia’ 


RV unaided = 
6/9 pt. 


9/8/54 


—1.0DS = 6/12 
—0.5DC/80 


Good bilateral 
result in myope 





11/11 /53, 1. acrylic 


LV —2.0DS = 6/9 
—3.0DC/100 
21/1/54 


Not seen since 1954 





25/11/58, r. acrylic 


RV —3.0DS = 6/9 
—2.25DC/10 
6/2/56 


—3.0DS = 6/9 
+2.25DC/10 


Traumatic, cataract; 
perforating wound 





26/11/53, 1. acrylic 
25/2/54, removal of 
acrylic lens 


= PL 
1/2/54 


Anterior chamber 
lost; glaucoma, lens 
removed 





30/12/53, 1. acrylic 


LV —1.5DS = 6/12 
—2.5DC/10 
7/7/55 


—3.5DS = 6/12 
—1.0DC/120 





24/9/52, 1. acrylic 

15/1/58, discission 

17/6/58, r. acrylic 
7/9/58, corepraxia 


LV unaided 6/18 pt. 

21/11/55 

RV —3.0DS = 6/18 
—2.0DC/20 


9/8/54 


LV —1.0DS = 6/12 
RV = CF 


R. posterior capsule 
somewhat thickened 





23/2/53, r. acrylic 
14/10/58, 1. acrylic 


RV —6/9 unaided 
LV = 6/9 unaided 
22/9/55 


—1.5DC/150 
<= €/12 
—1.5DC/30 
= 6/6 


Good bilateral result 
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cataract was due. In the remaining 2 cases 
the cause is obscure: in 1 of the patients 
the eye may always have been amblyopic, 
and in the other, aged 89 years at the 
time of writing, senile macular changes 
may be present, though they cannot be 
accurately observed. 

The method of cleaning and sterilizing 
the lens by immersion in 1 per cent cetri- 
mide has been criticized. I have reviewed 
it many times but am convinced that, in 
actual practice, little trouble has been at- 
tributable to it. There has been no intra- 
ocular infection, and in my opinion neither 
the lens material nor the sterilizing solu- 
tion is responsible for much if any of the 
temporary iritis that habitually follows the 
operation, for when an acrylic lens has 
been inserted after intracapsular extrac- 
tion, whether intentional or inadvertent, 
there is surprisingly little postoperative 
reaction. Postoperative iritis seems to be 
associated with the extracapsular technic 
and the retention of cortical and capsular 
lens remnants within the eye rather than 
with the acrylic material or the cetrimide. 


A dense inflammatory membrane can be 
divided, as in capsulotomy, and this has 
been done in 7 cases of this series, often 
with most gratifying results, for the lens 
is generally quite clean beneath the pupil- 
lary membrane. This small operation 
(corepraxia) can be done without admit- 
ting the patient to the hospital and is usu- 
ally followed by an acuity of 6/12 within 
one week. Posterior capsulotomy, in which 
the capsule is incised with a Ziegler 
knife passed through the pars plana and 
behind the lens, is more difficult and re- 
quires inpatient aftercare. 


SUMMARY 


From this short analysis of the results 
of using the intraocular acrylic lens, it ap- 
pears that the cause of failure, when it 
occurs, is usually evident, the complication 
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most to be feared being late dislocation, 
the lens sliding behind the iris into the 
base of the vitreous chamber. Fortunately 
the acrylic lens, when dislocated into the 
vitreous, is better tolerated than is the 
human lens, and good acuity with a cat- 
aract glass may result. If the other eye 
is normal, however, this is not of much 
practical value. 

An operation originally successful sel- 
dom gives serious trouble unless disloca- 
tion occurs, and the patient can retain 
good sight without evidence of foreign 
body reaction or degeneration of intra- 
ocular structures for at least five years 
and probably indefinitely. No more effec- 
tive treatment for monocular cataract has 
yet been devised, and if a safe method 
could be invented for fixing the lens se- 
curely in the patellar fossa to prevent pos- 
terior dislocation the risk of late compli- 
cations would probably be comparable 
with those of plain extraction, 


Author’s Note: My thanks are due to Dr. Tal- 
lack for performing refraction tests on nearly all 
of the patients in this series. 


RESUME 


L’auteur discute les résultats tardifs de 
lemploi de la lentille intraoculaire en 
acrylique, et déclare qu’il n’existe 4 ce jour 
aucun autre mode de traitement plus effi- 
cace. Les malades chez lesquels le traite- 
ment original a été couronné de succés 
gardent une bonne vision, sans trace de 
corps étranger ni de dégénérescence des 
structures intraoculaires, cela pendant 
cing ans au minimum et probablement 
pour une période indéfinie, 4 moins d’une 
dislocation. 

La dislocation est la complication la plus 
sérieuse. Lorsqu’elle se produit la lentille 
glisse derriére l’iris dans le corps vitré 
ou, heureusement, elle est mieux tolérée 
que la lentille naturelle, de sorte qu’une 
bonne acuité visuelle peut étre obtenue 
avec une lentille artificielle lorsque l’autre 
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oeil est aussi atteint. Si une méthode sfire 
pouvait étre trouvée afin de fixer solide- 
ment la lentille dans la fosse patellaire, le 
risque de complications tardives serait 
probablement comparable 4 celui d’une 
simple extraction. 


RIASSUNTO 


Vengono presentati i risultati lontani 
nell’impiego della lente acrilica intraocu- 
lare. Fino ad ora non esiste un metodomi- 
gliore nella cura della cataratta mono- 
laterale. I malati in cui questo metodo 
ottenne successo hanno una buona visione, 
senza segni di reazione al corpo estraneo 
né lesioni delle strutture interne dell’oc- 
chio, e cid per almeno cinque anni o forse 
anche per sempre, a meno che non avven- 
gano degli spostamenti. 

Lo spostamento é@ la complicanza pit 
grave e quando avviene la lente scivola al 
di dietro dell’iride nella camera del vitro, 
dove—per fortuna—é meglio tollerata che 
non la lente naturale e consente una buona 
visione. 

Se fosse possibile trovare un metodo per 
fissare con sicurezza la lente nella fossa 
patellare, il rischio delle complicazioni tar- 
dive potrebbe essere paragonabile a quello 
della estrazione. 


ZUSAM MENFASSUNG 


Der Verfasser erértert die Verwendung 
der introkularen Acryl-Linse und weist 
darauf hin, dass es noch keine sichere 
wirksame Methode zur Behandlung des 
einseitigen Katarakts gibt. Wenn der 
erste Eingriff erfolgreich ist, kénnen die 
Kranken eine gute Sehkraft beibehalten, 
ohne dass es zu Fremdkorperreaktionen 
oder zu degenerativen Veradnderungen an 
den Gebilden innerhalb des Augapfels 
kommt. Wenn die Linse sich nicht ver- 
schiebt, lisst sich ein solcher giinstiger 
Zusand fiir die Dauer von wenigstens 
fiinf Jahren beobachten und kann sich 
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wahrscheinlich fiir unbegrenzte Zeit er- 
halten. 

Die Verschiebung der Linse ist die 
schwerste Komplikation. Tritt dies ein, 
dann gleitet die Linse hinter der Iris in 
den Glaskérper, wo sie gliicklicherweise 
besser vertragen wird als die natiirliche 
Linse, sodass sich, wenn das andere Auge 
auch nicht normal ist, mit einem Kata- 
raktglas noch gute Sehkraft erzielen lisst. 
Wenn sich ein sicheres Verfahren zur 
Fixierung der Linse ausarbeiten liesse, 
dann wiirde das Risiko spaterer Kompli- 
kationen wahrscheinlich ungefaihr mit 
dem vergleichbar sein, das man bei ein- 
facher Extraktion eingeht. 


SUMARIO 


O autor discute os ultimos resultados do 
uso das lentes intraoculares acrilicas de- 
clarando que outro tratamento mais eficaz 
para catarata monocular ainda nao foi in- 
ventado. Pacientes cujo tratamento orig- 
inal foi bem sucedido podem ficar com béa 
visio, sem evidéncia de reagéo a corpo 
extranho ou degeneracéo nas estruturas 
intraoculares, pelo menos durante cinco 
anos e provavelmente durante um periodo 
indefinido, a menos que ocorra dislocacao. 

A dislocagéo é a complicagéo mais 
grave: quando isto ocorrea lente escorrega 
por detrads da iris para a cémara vitrea, 
onde, felizmente, é melhor tolerada do que 
a lente natural, de maneira que se pode 
obter béa viséo com um vidro catarata 
quando o outro élho é também anormal. Se 
se pudesse inventar um método seguro 
para fixar a lente na fossa patelar, o risco 
de complicagées tardias seria provavel- 
mente compardvel com aquele da simples 
extracao, 
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The Diagnosis of Sinusitis 
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era of medicine and particularly of 

oto aryngology, the basic symptoms 
and signs leading to the diagnosis of sinus- 
itis remain unchanged. There have been, 
however, alterations in diagnostic meth- 
ods and additions to established technics 
that effectively assist in reaching the cor- 
rect diagnosis in some of our more puz- 
zling patients. 

In any discussion of the diagnostic fea- 
tures of sinusitis, one must first consider 
the patient’s history. A brief one, care- 
fully taken, will usually indicate that the 
symptoms commenced after an infection 
of the upper part of the respiratory tract 
or after swimming or diving. Burning of 
the interior of the nose and blockage of 
the nose, especially of one side, ensues, and 
the upper part of the respiratory tract 
feels generally uncomfortable. Lassitude, 
fever, restlessness and malaise are com- 
monly present with all types of sinusitis, 
the degree depending on the severity of 
the attack. If the patient is allergic, the 
onset is frequently sudden, with profuse 
watery rhinorrhea, sneezing and nasal 
blockage. Often there is a definite familial 
trend in the occurrence of these com- 
plaints. Cough, wheezing, and bronchial 
asthma with dyspnea may also accompany 
the onset. 

Acute Suppurative Sinusitis. — Head- 
ache is a constant sign and is usually local- 


[ Jers ot: the so-called antibiotic new 
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ized over or near the sinus involved, with 
a rather definite pattern of referral. It is 
usually at its maximum in the early morn- 
ing or on arising and gradually diminishes 
as the day progresses. Maxillary sinusitis 
produces pain over the involved cheek, 
often referred to the frontal area. The up- 
per premolars and molars are painful, and 
this is exaggerated on quickly closing the 
jaws and snapping the teeth together. If 
the patient is edentulous, the pain is still 
present in the same areas, often making 
him feel that infected teeth are still at- 
tached to his jaw. The cephalgia of ante- 
rior ethmoiditis is centered at the root of 
the nose or in the orbit, and that of the 
posterior ethmoidal cells is also commonly 
felt in the orbit of the infected side or at 
the occiput. The pain of frontal sinusitis 
is localized over the sinus involved, and 
that of sphenoid sinusitis is characteris- 
tically present at the occiput. Rarely, pain 
may not be an outstanding symptom of 
sinusitis, and occasionally it is present in 
a somewhat bizarre location. The forego- 
ing outline, however, includes the areas 
most frequently affected by pain associ- 
ated with sinus disease. 

Tenderness to palpation is usually found 
over the affected sinus area when acute 
sinusitis has developed but it may be mini- 
mal or absent when the process has 
reached the chronic stage. 

Edema too is usually present over the 
pathologic sinus, and its extent is often an 
index of the severity of the infection. In 
cases of frontal sinusitis and particularly 
of anterior ethmoid infection, edema of 
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the eyelids is frequently encountered and 
occasionally its extent is sufficient to close 
the lid. This is observed with especial fre- 
quency in children. 

Rhinoscopic Examination: In the pres- 
ence of acute suppurative sinusitis the 
nasal mucosa is inflamed and edematous. 
The turbinates traditionally are hyper- 
trophic, the meati are partially or com- 
pletely occluded and mucopus is present. 
If the infection involves the anterior or 
major group of sinuses (frontal, maxillary 
or anterior ethmoid cells), this tenacious 
white or yellow discharge will be seen in 
the middle meatus, dropping down over 
the roof of the inferior turbinate to the 
nasal floor. In cases of frontal sinusitis it 
is usually observed in the anterior third of 
the middle meatus, while in the presence 
of ethmoid and maxillary infections it is 
more often seen in the middle or posterior 
third of the meatal cavity. 

When the posterior or minor group of 
sinus cells (posterior ethmoid or sphenoid) 
is included in the pathologic process, this 
same thick white or yellowish mucopus 
will be seen on nasopharyngoscopic or 
posterior nasal mirror examination to be 
clinging to the region of the superior 
meatus. ; 

In most patients it is necessary to anes- 
thetize the oropharynx and nasopharynx 
thoroughly in order to examine the supe- 
rior meatus area satisfactorily, but the 
knowledge gained is certainly worth the 
time consumed. 

Transillumination is most helpful in 
establishing the diagnosis of sinusitis and 
should be performed routinely as a part of 
the diagnostic study. Only a completely 
darkened room will provide the necessary 
contrast, and the examiner should allow 
ample time for his eyes to become accom- 
modated to darkness. In examining the 
frontal sinuses the light is placed below 
the supraorbital plate; it fills the sinus 
cavity and passes through the anterior 
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sinus wall. The diffuse light that emerges 
is compared with that seen in the unaf- 
fected side. When sinusitis is present the 
side involved is darkened, often in propor- 
tion to the pathologic condition present. 
When the involvement is bilateral, the ex- 
aminer must trust his memory. 

In examining the ethmoid and maxillary 
sinuses the light is inserted within the 
oral cavity and directed upward against 
the roof of the mouth. The amount of light 
emerging from the cheek of the affected 
side is compared with that observed on 
the healthy side. At the same time, the 
amount of light coming through each eth- 
moid cavity is compared with that which 
comes through the others, and the light 
passing through each orbit and seen 
through the pupil is noted and evaluated. 
This provides an index to the existing 
ethmoid disease. As a check, it is prudent 
to do the test in reverse, that is, by plac- 
ing the light tube against the cheek, hav- 
ing the patient extend his head with the 
mouth open, and then noting and compar- 


ing the amount of light that comes through 
each side of the hard palate. In perform- 
ing these studies, one must always con- 
sider the individual variation and thick- 
ness of the facial bones. 


Antral Puncture: If the history, the 
rhinoscopic observations and the results 
of transillumination suggest suppurative 
maxillary sinus disease, antral puncture 
and irrigation should be considered for 
both diagnosis and therapy. They should 
not be performed, however, in the pres- 
ence of highly acute tenderness, swelling, 
edema and fever. A delay of forty-eight 
to seventy-two hours, until some tissue re- 
sistance has been established, is desirable. 


I prefer to make the original puncture 
under the inferior turbinate with a Licht- 
wicz needle, for the sinus cavity is more 
thoroughly lavaged with this technic. The 
washings should be carefully collected and 
examined. If purulent sinusitis is present, 
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Suppurative Sinusitis 


Allergic Sinusitis 





History 2 


Pain, fever, unilateral tenderness, dis- 
charge, edema. Onset with purulent in- 
fection of the upper part of the respira- 
tory tract, or after swimming or diving. 


Sneezing, rhinorrhea, bilateral blockage, 
itching, burning; familial incidence of 
sypmtoms. 





Rhinoscopic 
Data 


Mucopus present in middle or superior 
meati, or both; mucosa inflamed and ede- 
matous; polypi absent; tenderness and 


Mucosa pale, boggy, and moist; mucoid 
secretion; polypi often present, originat- 
ing in middle meatus and extending to 


edema over involved sinus area. 


nasopharynx. 





Headache 
pattern of referral. 


Centers over sinus involved, with definite 


Generalized headache; no definite referral. 





Roentgen 
Data 
rare. 


Mucosal thickening confined to sinus in- 
volved; fluid level often present; polypi 


All sinuses show mucosal thickening; 
fluid level rare; polypi prominent. 





Cytologic 
Data phils. 


Neutrophils in abundance; few eosino- 


Eosinophils in abundance; no neutrophils. 





mucopus, débris and exudate will be 
clearly evident. These may be examined 
cytologically if there is a question of un- 
derlying or associated allergy. Diagnostic 
irrigation of the frontal and sphenoid si- 
nuses may also be done but is much more 
difficult to perform, and often no appre- 
ciable amount of mucopus, débris or exu- 
date is obtained. 

Roentgenographic Studies: Roentgen 
studies are, of course, of great value but 
must always be considered in the light of 
the clinical data. Roentgen evidence alone 
is rarely a sufficient basis for a definite 
diagnosis. 

Unilateral generalized mucosal thicken- 
ing and the presence of a fluid level usu- 
ally mean that suppuration has occurred. 
Bilateral or generalized hypertrophy of 
the mucous membranes, especially if it is 
polypoid, suggests the presence of allergy. 
In questionable cases, or when it is sus- 
pected that new growths or foreign bodies 
are present, radiopaque studies are most 
helpful and should certainly be performed. 
Of the various roentgen studies made of 
the sinuses, those of the ethmoids are the 
least satisfactory from the point of view 
of accuracy, for there are many superim- 
posed cellular bony trabeculae on each 
film, and these may easily confuse both 
the rhinologist and the radiologist. Cor- 


roborating rhinoscopic and clinica] signs 
must be present before the diagnosis of 
ethmoid sinusitis is established. 

Allergic Sinusitis. — Allergy involving 
the sinuses is usually present in cases of 
clinical allergic rhinitis. As has been men- 
tioned, there is usually a history of spas- 
modic sneezing, rhinorrhea, nasal block- 
age, anosmia and mucosal burning. 

Rhinoscopic study traditionally shows a 
pale, boggy nasal mucosa, much thin 
watery secretion, hypertrophied turbi- 
nates and polypi. Occasionally the mucosa 
is inflamed and edematous, and sometimes 
a white or yellowish secretion is present. 
On cytologic examination this type of se- 
cretion proves to be composed almost 
exclusively of eosinophils. The polypi are 
purplish-gray. They originate in the mid- 
dle meati and extend posteriorly to the 
nasopharynx, and they are present bilat- 
erally. The polypi associated with sup- 
purative sinusitis are granulomatous; they 
are firm and fibrous and usually single and 
unilateral. Roentgen studies usually show 
bilateral thickening of the sinus mucosa, 
often with associated polypi or a muco- 
cele within the lumen of the sinus. 

Cytologic Study: Cytologic examination 
of nasal and sinus secretion in the wash- 
ings is one of the most helpful and grati- 
fying studies the rhinologist can perform. 
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It is simple and requires little time, and it 
should be done during the initial visit in 
all cases of questionable diagnosis. Han- 
sel’s or Wright’s stain may be used. If 
suppuration is present, neutrophils will be 
present in abundance; if allergy is the 
causative factor, eosinophils will be pres- 
ent. If allergy and suppuration coexist, 
the type of cell that is present in the 
greater number will usually indicate which 
pathologic process is predominant. After 
therapy has been instituted, the change in 
the type and number of cells observed in 
the secretions is an excellent index of im- 
provement. 

These, then, are the essential examina- 
tions and studies that must be made for a 
correct and efficient diagnosis of sinus- 
itis. They may be summarized in tabular 
form: 

Many of these signs and symptoms are 
elementary to the busy practicing rhinolo- 
gist, yet how often do rhinologists attempt 
to by-pass or minimize them? No one can 


deny that they are important, and cer- 
tainly the conscientious application of the 
tests here mentioned will invariably lead 
one to the correct diagnosis. of sinusitis, 
even in the most puzzling cases, 


SUMMARY 


The signs and symptoms that indicate 
(1) suppurative and (2) allergic sinusi- 
tis are enumerated, and the use of diag- 
nostic methods, such as rhinoscopic, roent- 
genographic and cytologic examination 
and antral puncture, are described. The 
author emphasizes the importance of tak- 
ing a thorough history of each patient 
whose symptoms suggest the presence of 
sinusitis. 


RESUME 


L’auteur décrit les signes et symptémes 
1) de la sinusite purulente, 2) de la sinu- 
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site allergique, avec leurs moyens de diag- 
nostic (examen rhinoscopique, radiogra- 
phique et cytologique). I] insiste sur 
Yimportance d’une anamnése approfondie 
dans tous les cas ott les symptémes sug- 
gérent la présence d’une sinusite. 


RIASSUNTO 


Vengono elencati i sintomi della sinu- 
site suppurativa e di quella allergica ed i 
metodi per la diagnosi, quali la rinoscopia, 
gli esami radiologici e citologici e il qua- 
dro dell’antro. E’ molto importante rac- 
cogliere tina accurata anamnesi in ogni 
caso. 


SUMARIO 


O autor enumera os sinais e sintomas 
que indicam (1) sinusite supurativa e (2) 
alérgica e descreve o uso de métodos diag- 
nésticos, tais como o exame rinoscépico, 
roentgenografico e cistolégico. e o quadro 
antral. O autor salienta a importancia de 
se ter uma histéria detalhada de cada pa- 
ciente cujos sintomas sugiram a presenca 
de sinusite, 


ZUSAM MENFASSUNG 


Die Krankheitszeichen und Symptome, 
die fiir (1) die eitrige und (2) die aller- 
gische Nebenhéhlenentziindung charak- 
teristisch sind, werden aufgezahlt, und die 
Anwendung diagnostischer Verfahren wie 
Rhinoskopie, Réntgenuntersuchung, zyto- 
logische Untersuchung und Kieferhéhlen- 
punktion wird beschrieben. Der Verfasser 
hebt die Wichtigkeit sorgfaltiger Anam- 
nese bei jedem Kranken, dessen Symptome 
das Bestehen einer Nebenhdhlenentziin- 
dung andeuten, hervor. 
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in sheets, have been used successfully 

for suspension of joints, facial nerve 
injuries and hernias, as well as in many 
other branches of surgery. With this in 
mind, a technic has been devised for rais- 
ing the ptosed and hypotrophic breasts, 
employing fascia lata. This procedure 
seems unique and offers a means of repara- 
tive support of the breast with little or no 
physiologic disturbance to the mammary 
tissue and with a minimum of morbidity. 
A search of the literature has failed to re- 
veal a similar technic, 

Discussions of mastoplastic repair and 
descriptions of various mastoplastic pro- 
cedures have been extensive in the medical 
literature. Many methods have been at- 
tempted, but little standardization of any 
specific technic has been attained. For 
example, Girard! attacked the problem of 
prolapse by affixation of the breast to the 
second rib, attaching the entire posterior 
aspect of the gland to the pectoral fascia. 
He did no skin plastic and concealed his 
crescent-shaped incision beneath the 
breast, in the mammary fold. He sought 
to combat the flatness of the ptosed breast 
by his manner of inserting the sutures for 
affixation, displacing the upper border of 
the gland vutward to obtain a normal 


Fin she lata transplants, in strips or 
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contour. 

Goebell? used a similar operation but 
suspended the breast with free fascia lata. 
Dartigues*® described a method of suspen- 
sion and mastopexy for moderate pro- 
lapse. Through an incision concealed in 
the axilla, he shortened the axillary pro- 
longation of the gland and fixed it in a 
higher position. In cases of more severe 
ptosis he raised the gland and affixed it to 
the pectoral fascia through a vertical sub- 
areolar incision, excising any excess skin 
and parenchymal substance. Joseph‘ 
raised the breast by shifting upward the 
inner margin of the vertical skin defect in 
the axillary line. A supra-areolar incision 
of skin permitted elevation of the nipple. 

Many other methods have been reported, 
too numerous to present in detail, such as 
those of Passot,®> Warren,® Gillies and 
McIndoe,? Dufourmentel,? Axhausen® and 
others. 


Anatomic Background.—The breast is 
formed from modified sebaceous glands 
and lies upon the superficial fascia. It ex- 
tends from the second to the sixth rib in- 
clusive. Horizontally it extends from the 
lateral side of the sternum to the midaxil- 
lary line, with about two-thirds of the 
breast upon the pectoralis major and one- 
third upon the serratus anterior. At the 
lower median quadrant the gland rests 
upon the aponeurosis of the external ob- 
lique muscle, which separates it from the 
rectus abdominis muscle. The tail of 
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Spence is a prolongation from the outer 
part of the gland which passes up to the 
level of the third rib on the axilla. This 
process of breast tissue gets into the axilla 
through an opening in the axillary fascia 
known as the foramen of Langer. It fol- 
lows that the axillary tail is under the 
deep fascia and not, like the rest of the 
breast, superficial to this layer. The breast 
is separated from the pectoralis major 
muscle by fascia, which is the deep fascia. 
It is anchored to the overlying skin and 
the underlying pectoral fascia by bands 
of fibrous tissue called ligaments of 
Cooper. The nipple lies in the fourth inter- 
costal space, 4 inches (10 cm.) from the 
midline (Fig. 1). 


Indications for Mastopexy.—The socio- 
economic indications for repair of con- 
spicuous mammary deformity are those in 
which such deformities close numerous 
channels of social activity and disqualify 
the sufferers for many occupations. Many 
facets of society and modern culture em- 


phasize physical appearance, and because 
of the requirements of dress, women with 
mammary deformities are often hesitant 
to swim, ride and participate in other ac- 
tivities or to wear decolletage, 


Likewise, with the present-day fashion 
dictates, considerable development of the 
bust is emphasized, and the girl or woman 
with a flat chest or small flabby breasts is 
embarrassed. The young girl who cannot 
dress like her contemporaries and share 
in their activities feels isolated and may 
acquire antisocial traits. The importance 
of sex in relation to the breast frequently 
causes the woman with a deformity of the 
breast to devaluate herself and shun so- 
ciety, producing a depression which may, 
in some instances, reach the point of per- 
sonality change. The streamlined female 
figure is impressed upon the female con- 
sciousness by the cinema, advertising and 
fiction. Often married women, through 
repeated pregnancies or increasing adipo- 
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sis, recognize the unattractiveness of their 
forms and fear its effect upon their mates, 
often with justifiable anxiety. 

In spite of the profound influence ex- 
erted by conspicuous deformity of the 
breast upon health and daily living, many 
in the medical profession hesitate to ad- 
vise or even mention mastoplasty. Physi- 
cians who would consider themselves dere- 
lict in their duty if they did not attempt 
the correction of clubfoot take a negative 
attitude toward mammary deformity, 
which produces an equally adverse effect 
upon the normal patterns of life. 

Contraindications.—Surgical treatment 
of mammary deformity should not be 
undertaken before the breasts have become 
stationary in size, nor should it be at- 
tempted so late in life that senescence 
jeopardizes the end result. Any physio- 
logic or pathologic condition which might 
induce complications or delay healing 
must be considered and may contraindi- 
cate mastopexy. It is, of course, axiomatic 
that any suspected metaplastic change or 
existing malignant disease in the breast is 
a contraindication. Pregnancy and lacta- 


——PECTORALIS MAJOR 


—-LIGAMENTS OF COOPER 
——LOBES OF BREAST 


Fig. 1.—Vertical section of breast, which is an- 
chored to the overlying skin and the underlying 
pectoral fascia by bands of fibrous tissue called 
the ligaments of Cooper. (Reproduced from A. 
Lee McGregor’s “A Synopsis of Surgical Anato- 
my,” by John Wright & Sons, Ltd., Bristol.) 
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PASCIA ON NEEDLE 





Fig. 2.—Method of insertion of the fascia. The empty fascia needle is inserted 

through a small opening, going through the subcutaneous tissue to the opening 

below the clavicle, The fascia is threaded on the needle and pulled through. This 

maneuver is repeated until the loop of fascia is inserted. From two to four strips 
of fascia are found necessary, varying with the condition present. 


tion contraindicate operation on the 
breasts, and the breasts should be dry for 
approximately six months before any mas- 
toplastic procedure is attempted. Future 
lactational function, however, is conserved 
after the method of mastopexy to be de- 
scribed. Psychic factors, in an emotion- 
ally unstable person, may also be contra- 
indicative, or may dissuade the surgeon 
from performing the operation. Of course, 
each individual candidate for a mastoplas- 
tic reconstructive operation on a purely 
elective basis must be evaluated. 

To the reconstructive surgeon the mor- 
phologic classification is probably the most 
important and may be placed in four main 
categories: (1) ptosis with an atrophic 
normal or a slightly enlarged gland; (2) 
ptosis with moderate hypertrophy; (3) 
ptosis with massive hypertrophy, and (4) 
asymmetry. 

The primary objectives in a mastoplas- 
tic procedure for raising the ptosed, hypo- 
trophic breast should be: (1) preservation 
of function; (2) good cosmetic and 
esthetic end results as to contour and sym- 
metry of the repaired breast; (3) a mini- 
mum of disturbance to tissues and vascu- 
larity, and (4) a repair with a high degree 
of permanence. 

Mastopexy.—lIn patients with hypo- 
trophic and ~ptosed breasts the over- 
stretched skin and its unelastic supportive 
structures cannot be relied upon to pro- 


vide durable mastopexy. For a lasting 
effect the breast must be fixed to the pec- 
toral muscle with strong nonabsorbable 
suspension material. Fascia lata is an ex- 
cellent material for this purpose. I am 
strongly convinced that implantation of 
any foreign material into the breast, such 
as homografts or preserved tendons, 
should be discouraged. 

As has been stated, the subcutaneous 
insertion of fascia lata has been amply 
demonstrated in practically every branch 
of surgery. Kirschner’ reported the use 
of live fascia in 150 patients. Davis™ and 
Lewis and Davis’? also published reports 
on the subject. 

Gallie and LeMesurier," in a series of 
experiments on rabbits, used patches of 
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Fig. 3.—The fascia lata inserted. 
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fascia, tendon and aponeurosis, and con- 
cluded that these connective tissues retain 
their viability when transplanted. They 
observed that, during the first few weeks, 
the ordinary phenomena of inflammation 
are present. First there is enlargement 
of the blood vessels with a surrounding 
plastic exudate. Then a thin film of capil- 
laries and fibroblasts surrounds the graft. 
This layer thickens and finally develops 
into a mass of spindle-shaped cells and 
fibers. During this interval the transplant 
remains alive and shows little change be- 
yond moderate edema. After the third 
week the inflammatory reaction gradually 
subsides. In specimens recovered as late 
as one year after transplantation, there is 
nothing present microscopically to indi- 
cate that the cells and fibers have changed 
in any way, or that their physiologic value 
has been influenced by transplantation. 
Necrosis is sometimes present in the 
deeper portions. 

Fascia lata is easily obtained in almost 
any desired quantity, can be removed 
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without impairment of function and is 
easy to manipulate. When transplanted, 
it accommodates itself to the adjacent 
structures even under unfavorable condi- 
tions. It is resistant to infection; is able 
to obtain sufficient nutrition from the sur- 
rounding lymph spaces to retain its via- 
bility until new circulation is established ; 
tends to maintain its original structure, 
and resists absorption. Also,. because of 
its firmness and toughness, it holds su- 
tures and withstands great strain. When 
great strength is desired, fascia lata is the 
fascia of choice. Gratz,'* in a study of the 
tensile strength and elasticity of fascia 
lata, found the breaking tension in a strip 
1/64 and 1/32 inch thick and 3/8 inch 
wide to be 55 pounds (24.9 Kg.). 
Technic.—The fascial strips are taken 
from the iliotibial band of the fascia lata 
of the patient, by the Masson technic, 
which employs an instrument made of two 
steel tubes, one slightly longer than the 
other, with a handle at one end and an 
opening close to the other, and fitting in- 
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Fig. 4.—Lateral view showing fascial strips in place. 
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side the other tube. The outer tube has a 
cutting edge at its lower end. After free- 
ing up, through a small incision on the 
outer aspect of the lower thigh, a small 
freed strip is inserted through the opening 
in the end of the stripper, and by careful 
manipulation the strip is freed to the area 
just below the greater trochanter. A piece 
of fascia is obtained, sufficiently wide to 
make as many strips as necessary. The 
cutting end of the outer tube is used to 
cut the strip free. 


Two or more fascia strips 2 to 3 mm. 
wide, to give sufficient length to make one 
loop, are fastened together. One end of 
the loop will be fixed in the deep fascia 
over the pectoral muscle, just below and 
in the middle portion of the clavicle, while 
the other will engage the tissues of the 
breast. A needle trocar devised by Blair’® 
is satisfactory. The needle enters through 
a small opening in the skin, immediately 
below and near the midthird of the clav- 
icle, engaging the deep fascia over the 
pectoralis major muscle. One end of the 
strip of fascia is now locked in the needle 
and the needle is withdrawn, leaving an 
inch or more of the strip protruding at 
the original puncture. Disengaging the 
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strip, the needle reenters a skin opening, 
traversing a route through the subcuta- 
neous tissue between the skin and glandu- 
lar tissue of the breast, beginning at the 
lower inner quadrant of the breast about 
3 cm. anterior to the mammary fold. The 
needle moves upward, emerges from the 
original breast opening to grasp the re- 
maining end of the fascia, and is drawn 
down through the subcutaneous tissue to 
the opening, medial and at the inner quad- 
rant. Another stab wound is made on the 
outer quadrant. The needle is inserted to 
emerge from the wound at the inner angle, 
grasping the end of the fascia and with- 
drawing the strip to emerge at the outer 
edge. This maneuver is repeated to emerge 
from the original opening at the clavicle. 

Two to four loops of fascia have been 
found necessary for the average ptosis of 
the breast. The strips are placed about 2 
to 3 cm. apart, each 2 to 3 cm. anterior to 
its fellow. When the fascia is inserted, 
fixation of the free ends is obtained as fol- 
lows: The two free ends of the loops that 
emerge from the same skin opening are 
forcefully drawn upon, and the proper 
length of the loop is estimated and then 
checked by grasping the two strands with 
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Fig. 5—Diagrammatic drawings, showing breast before and after the insertion 
of fascia lata. 
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Fig. 6.—Photographs of breast before (above) and after (below) insertion of fascia lata for ptosis. 


Halsted forceps and relaxing the pull. The 
proper length of the loop having been 
determined, the strands are sutured to- 
gether at this point and the ends buried 
in the tissues. As in other types of fascial 
suture, each stitch engages but part of the 
thickness of the strand. Fine silk sutures 
are used. The strip of fascia, when in 
place, should be sufficiently short to cause 
noticeable overcorrection, 

Immediately after implantation of the 
fascia and suturing of the skin openings, 
all strain is taken off the newly implanted 
fascia by drawing the breast into a posi- 
tion of overcorrection and maintaining 
this by means of dressings that place the 
weight of the breast upon the shoulders. 
These dressings are left in place for about 
two weeks. 


Advantages.—Several elements of the 
technic of operation described, in my opin- 
ion, are sufficient to warrant serious con- 
sideration of this procedure as an impor- 
tant mastoplastic method. For example, 
the simplicity of the technic and the ease 
of performance are great advantages. 
Another primary factor giving merit to 
the procedure is that the gland is raised 
to a normal position from above, with no 
physiologic disturbance to the mammary 
tissues and nerves. 

Furthermore, as can be seen, the nipple 
and surrounding areola and subareola are 
not detached; this obviates any need for 
fenestration or other manipulation or dis- 
turbance of its deep nerve supply that 
would interfere with the normal tactile 
sensibility of the nipple. 
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Still another advantage of this technic 
is the lack of disturbance of the arterial 
or the venous blood supply and the possi- 
bility of necrosis caused by interference 
with vascularity. Also, the incisions, in 
the form of small stab wounds at the side 
and underportion of the breast, are easily 
and well concealed. 

As to the permanence of reconstruction 
by this method, if one takes the success 
attained with autografting on various 
parts of the body as the criterion for the 
lasting qualities of fascia lata, it seems 
logical to assume that its use in mammary 
deformities should be equally affective. 


COMMENT 


For patients with deformities of the 
breast aside from a ptotic nipple and small 
flabby breasts, some form of excision and 
skin resection is necessary. The flabby 
pendulous breasts are found most gener- 
ally in asthenic women, some of whom 
may not have lactated. The pronounced 
form of this type of breast has shown a 
thin stretched flabby skin sac, at the bot- 
tom of which is contained a globular- 
formed, flabby, glandular parenchyma, 
with a small amount of fat. 

I agree with the opinion of Maliniac?® 
as to free grafting of the nipple. He stated 
that, in patients upon whom he has em- 
ployed free grafting of the nipple, papil- 
lary sensitivity and contractibility have 
been greatly reduced or destroyed. With 
the transposition technic, however, Mali- 
niac reported an 80 per cent recurrence 
of normal mammillary sensitivity. The 
problem of desensitization, as has been 
pointed out, is entirely eliminated with the 
method of mastopexy here described. 

In performing mastopexy for raising 
and improving the contour of small flabby 
breasts, I sometimes employ transplants 
of autogenous fat. If desired, this proce- 
dure can be satisfactorily employed in 
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conjunction with the technic of fascia lata 
transplant. 


SUMMARY AND CONCLUSIONS 


A method of mastopexy for reparative 
support of the ptosed and hypotrophic 
breast, employing the use of fascia lata, is 
described. The author has found the par- 
ticular technic highly satisfactory, and the 
normal conical form of the raised breast 
and location of the nipple have been 
achieved with minimal morbidity. 

Although the method is a good one, the 
technic is still new, and the author has had 
the opportunity to follow up his patients 
for two years only. Nevertheless, the 
safety factors and other advantages enu- 
merated indicate it to be a mastoplastic 
procedure of merit for reconstruction of 
the hypotrophic breast, and it can be an- 
ticipated that time will prove its lasting 
qualities. 


RESUME ET CONCLUSIONS 


Une méthode de mastopexie pour la 
ptose des seins et pour les seins hypertro- 
phiés, par l’emploi de fascia lata, est 
décrite. L’auteur a constaté que cette tech- 
nique était hautement satisfaisante; la 
forme conique normale du sein remonté, 
ainsi que la bonne situation du mammelon 
ont pu étre obtenus avec un minimum de 
complications. 

Bien que la méthode soit bonne, la tech- 
nique est encore nouvelle, et l’auteur n’a 
pu suivre ses opérées que depuis deux ans. 
Cependant les facteurs de sécurité, ajoutés 
a d’autres avantages énumérés ici, font de 
cette opération une plastique mammaire 
de valeur, et il est probable que le temps 
confirmera ses avantages. 


CONCLUSIONI RIASSUNTIVE 


Viene descritto un metodo dimastopessia 
per la cura delle mammelle ptosiche e ipo- 
trofiche, consistente nell’impiego della 
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fascia lata. Questa tecnica ha dato risul- 
tati soddisfacenti e consente di ottenere 
mammelle ben rialzate, di forma conica e 
con capezzolo in perfetta posizione, e cid 
con minimi inconvenienti. 

Benché il metodo sia buoni, esso é an- 
cora troppo recente, e l’autore ha potuto 
controllarne i risultati a distanza per due 
anni soltanto. Ritiene nondimeno che 
questo tipo di mastoplastica sia ideale. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Verfahren der Mastopexie 
zur Fixierung der hingenden und hypo- 
trophischen Brust unter Verwendung der 
Fascia lata beschrieben. Der Verfasser ist 
mit den Erfolgen dieser besonderen Tech- 
nik héchst zufrieden. Es ist ihm gelungen, 
der gehobenen Brust eine normale kegel- 
férmige Gestalt zu verleihen, und eine 
normale Lage der Brustwarze zu erzielen 
mit einem minimalen Grad von Morbidi- 
tat. 

So gut das Verfahren ist, so ist es doch 
noch neu, und der Verfasser hat seine 
Patientinnen fiir nicht langer als zwei 
Jahre beobachten kénnen. Trotzdem wei- 
sen die dem Verfahren eigenen Sicher- 
heitsfaktoren und andere in der Arbeit 
angefiihrte Vorziige darauf hin, dass es 
sich um eine Technik handelt, die ihre 
Verdienste um die Umgestaltung der 
Hangebrust hat, und man darf erwarten, 
dass die Zeit die Dauerhaftigkeit der Er- 
folge beweisen wird. 


SUMARIO E CONCLUSOES 


Um método de mastopexia para o reparo 
de levantamento de queda do seio e seio 
hipotréfico, empregando-se o fascia lata, 
é descrito. O autor achou essa técnica par- 
ticular altamente satisfatéria, e a forma 
cénica normal do seio levantado e local do 
mamilo, foram conseguidos com um mini- 
mo de morbidade. 

Embora o método seja bom, a ténica 
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ainda é nova, e 0 autor teve a oportunidade 
de acompanhar os pacientes por dois anos 
apenas. Nao obstante, os fatores de se- 
guranca e outras vantagens enumeradas 
indicam que é um método mastoplastico de 
valor para a reconstrucao de um seio hipo- 
tréfico, e pode-se antecipar que o tempo 
provard suas qualidades duradouras. 
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Fracture Expansion of the Maxillae for the 
Treatment of Alveolar Collapse in Patients 


with Cleft Palate* 


WILLIAM MILTON ADAMS, M.D. 
MEMPHIS, TENNESSEE 


LVEOLAR collapse, which gives rise 
Fin to extreme malocclusion, is a com- 
plication observed in patients with 

cleft palate. It is most frequently encoun- 
tered in patients who have undergone ex- 
tensive operative procedures for closure of 
the hard palate, but it is not infrequent in 
patients with bilateral harelip and cleft 
palate. In the latter, the premaxilla re- 
mains in a forward position and the poste- 
rior maxillary segments fall or collapse 


behind the premaxilla. For patients with 
bilateral harelip and cleft palate, many 
operative procedures have been proposed 
to avoid this complication. A widely held 
view is that the premaxilla should be 
excised at an early age, but in my own 
experience this procedure has given un- 


satisfactory results. Shaving the medial 
borders of the premaxilla and the poste- 
rior maxillary segments at a time when 
they are in approximate apposition is the 
best means of preventing alveolar collapse. 
Correction of this complication by ortho- 
dontists has been universally unsatisfac- 
tory. The orthodontist can accomplish 
only minor improvement by changing the 
position of the teeth in the alveolar arch 
or by compromising with an overlay pros- 
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thesis, extraction and full dentures. In 
short, the management of the collapsed 
alveolar arch is one of the most difficult 
problems in the entire field of surgical 
therapy of the cleft palate. 

The following technic, which is referred 
to as fracture expansion of the maxillae, 
is offered as a means of correcting extreme 
degrees of alveolar collapse. It is indi- 
cated for all patients who fail to show im- 
provement as a result of more conserva- 
tive methods. The principle embodied in the 
technic is the creation of a bilateral com- 
plete horizontal fracture of the maxillae, 
plus a vertical fracture through the site 
of the old cleft in the hard palate. This 
procedure facilitates a lateral shift of the 
maxillae to any desired position. A self- 
retaining orthodontic splint is then em- 
ployed to immobilize the repositioned seg- 
ments. 

Prior to the date of operation, the ortho- 
dontist takes impressions and makes 
“study models” of the upper and lower 
teeth. The impression model and the up- 
per arch are sectioned in the midline to 
allow the teeth of the upper and lower 
arches to occlude properly. Plaster of 
paris is then added to the upper model for 
fixation in the proper position. From this 
model a self-retaining orthodontic splint is 
made to fit the repositioned segments of 
the upper arch so as to afford proper oc- 
clusion with the lower arch. Metal ortho- 
dontic bands are then placed on the molars 
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Fig. 1.—A, osteotome in a position to obtain fracture through the midline of the hard palate. 
(This corresponds to 1 in Figure 2.) B, osteotome in a position to obtain a fracture below the attach- 


ment of the base of the malar bone. 


(This corresponds to 2 in Figure 2.) C, osteotome is in a 


position to obtain a fracture in the region of the piriform angle. This corresponds to 3 in Figure 2. 


of the upper arch for attachment of this 
appliance at the time of operation. 

The first step in the surgical procedure is 
the recreation of the cleft of the hard palate 


oe 


Fig. 2.—Photograph of a skull, showing the 

lines along which surgical fractures are created 

in order to facilitate a shift of the right and 
the left maxilla laterally. 
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Fig. 3.—Self-retaining orthodontic splint made 
to fit the repositioned segments of the upper 
arch. 


with the use of a 14-inch (1.2 cm.) osteo- 
tome (Fig. 1, A, B and C). After this 
fracture has been created, it is sometimes 
possible to spread the right and left max- 
illae laterally a few millimeters by apply- 
ing force; but upon release of this force 
the maxillae will immediately spring back 
into their previous position. At this stage 
of the procedure, the point of attachment 
of the base of the malar bone is fractured 
with a 1-inch osteotome (Figs. 1 and 2). 
If any difficulty is encountered in shifting 
the maxillae laterally, a 34-inch osteotome 
is inserted in the anterior upper sulcus at 
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Fig. 4.—A, preoperative study model of the maxillae of a white girl 13 years old. The collapse of 

the posterior maxillary segment is quite apparent. There is extreme narrowing of the upper dental 

arch, which results in poor occlusion. B, postoperative study model (same patient). A permanent 
prosthesis is in place, and there is proper occlusion of the upper and dental arches. 


the piriform angle and is directed poste- 
riorly just above the floor of the nasal cav- 
ity (Figs. 1 and 2). After section of the 
maxillae at the piriform angle, it is pos- 
sible to reposition the right and left max- 
illae to permit application of the previously 
constructed orthodontic splint into the 
sleeves of the metal orthodontic bands 
(Fig. 3). The surgical wound in the mid- 
line of the palate is packed with petrola- 
tum iodoform gauze. The wounds of the 
mucous membrane in the upper sulcus are 
left unsutured. The orthodontic self-re- 
taining splint is worn for two or three 
months, during which time the orthodon- 
tist may carry out other corrective proce- 
dures for improving the position of indi- 
vidual teeth. After completion of the 
orthodontic treatment, the patient is re- 
ferred to the prosthodontist for construc- 
tion of a permanent prosthesis to replace 
any missing teeth, to maintain the proper 
position of the maxillae, to provide full- 
ness and more normal contour to the upper 
lip and to close any cleft of the hard 
palate. 

This procedure has been carried out on 
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7 patients with complete cleft lip and cleft 
palate, all of whom presented evidence of 
extreme underdevelopment of the maxillae 
with marked collapse of the upper dental 
arch. In conjunction with orthodontia and 
prosthodontia, dramatic improvement in 
function and appearance has been obtained 
in each case. 


SUMMARY 


Alveolar collapse, which gives rise to 
extreme malocclusion, is observed in pa- 
tients with cleft palate. It is most fre- 
quently encountered in persons who have 
undergone operative treatment for closure 
of the hard palate, but it is not uncommon 
associated with bilateral harelip and cleft 
palate. Management of the collapsed al- 
veolar arch is one of the most difficult of 
all problems connected with the surgical 
treatment of these anomalies, 

The author presents a technic of maxil- 
lary fracture expansion for the treatment 
of alveolar collapse in patients with cleft 
palate. Alveolar collapse in such patients 
causes extreme malocclusion. The ortho- 
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dontist can accomplish only minor im- 
provement by changing the position of the 
teeth in the alveolar arch or by compro- 
mising with an overlay prosthesis, with 
extraction and full dentures. The principle 
of the technic advocated by the author is 
the creation of a complete bilateral hori- 
zontal fracture of the maxillae, plus a 
vertical fracture through the site of the 
old cleft in the hard palate. This facilitates 
a lateral shift of the maxillae to any de- 
sired position. A self-retaining orthodon- 
tic splint is then employed for immobiliza- 
tion. 

The operation has been performed on 7 
patients, in conjunction with orthodontic 
and prosthodontic measures. All of the 
patients showed dramatic improvement in 
function. 


RIASSUNTO 


L’autore descrive una tecnica di frattura 
mascellare per la cura del collasso alveo- 
lare nei pazienti con palatoschisi. II col- 


lasso alveolare é la causa principale della 
malocclusione, e l’ortodonzia pud far poco 
contro di esso con la semplice modificazione 
della posizione di essi nell’alveolo o con 
protesi. ‘ 

Secondo la tecnica descritta si viene a 
creare una frattura orizzontale bilaterale 
e completa della mandibola, oltre ad una 
frattura verticale attraverso la fenditura 
del palato duro. Cid facilita lo sposta- 
mento laterale della mandibola fino alla 
posizione desiderata; si usa, poi, un ap- 
parecchio per |’immobilizzazione. 

Questo intervento é stato usato in 7 casi, 
in associazione aprovvedimenti di ortodon- 
zia e prostodonzia. In tutti i casi si ottenne 
un grande miglioramento della funzione. 


RESUME 


L’auteur décrit une technique de frac- 
ture maxillaire étendue pour le traitement 
de l’effondrement alvéolaire chez les mala- 
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des atteints de fissure du palais. L’effon- 
drement provoque dans ces cas une mal- 
occlusion prononcée. L’orthodontiste ne 
peut obtenir qu’une amélioration minime 
par la modification de la position des dents 
dans l’are alvéolaire, ou au moyen d’une 
prothése compléte aprés extraction. Le 
principe de la technique recommandée par 
lauteur consiste 4 provoquer une fracture 
maxillaire horizontale bilatérale, com- 
plétée par une fracture verticale au travers 
du lieu de l’ancienne fente du palais. Cette 
facon de procéder facilite une déviation 
latérale des maxillaires dans le position 
désirée. Une attelle orthodontique se main- 
tenant d’elle-méme est ensuite appliquée 
pour l’immobilisation. 

Cette opération a été pratiquée dans 
sept cas, accompagnée de mesures ortho- 
dontiques et post-orthodontiques. Elle a 
toujours été suivie d’une amélioration 
fonctionnelle spectaculaire. 


ZUSAM MENFASSUNG 


Zur Behandlung des Kollapses des 
Alveolarbogens in Fallen von Wolfsrachen 
legt der Verfasser eine Technik der Durch- 
brechung und Erweiterung des Oberkiefers 
vor, Der Alveolarkollaps fiihrt bei diesen 
Kranken zu hochgradiger fehlerhafter 
Okklusion. Durch Anderung der Stellung 
der Zahne im Alveolarbogen oder durch 
eine behelfsmassige Lésung mit einer 
Uberlagerungsprothese, Zahnextraktionen 
und doppelter Prothese kann der Ortho- 
dont nur geringe Besserungen des Zu- 
stands erzielen. Der Grnudsatz der vom 
Verfasser empfohlenen Technik besteht in 
der Schaffung eines vollstandigen doppel- 
seitigen horizontalen Oberkieferbruches 
und eines vertikalen Bruches durch die 
Stelle der alten Spaltbildung im harten 
Gaumen. Dies erméglicht eine seitliche 
Verschiebung des Oberkiefers in die ge- 
wiinschte Stellung. Zur Immobilisierung 
wird dann eine selbsthaltende orthodon- 
tische Schiene verwandt. 
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Die Operation ist in Verbindung mit 
orthodentischen und prothetischen Mass- 
nahmen an sieben Patienten ausgefiihrt 
worden. Alle liessen eine eindrucksvolle 
Verbesserung der Funktion erkennen. 


SUMARIO 


O autor apresenta a ténica de expansao 
da fratura maxilar para o tratamento do 
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tes no arco alveolar ou com um envoltério 
de préstese, com extracio e dentaduras 
completas. O principio da técnica advo- 
gada pelo autor é a creacao de uma fratura 
horizontal bilateral completa do maxilar, 
mais uma fratura vertical através da lo- 
cal da antiga fenda no palatino duro. Isto 
facilita uma mudang¢a lateral do maxilar 
para qualquer posicao desejada. Uma tala 
ortodéntica é entaéo empregada para imo- 


bilizacao. 

A operacao foi feita em 7 pacientes, 
juntamente com medidas ortoddénticas e 
prostod6énticas. Todos os pacientes apre- 
sentaram dramatica melhora na fungao. 


colapso alveolar em pacientes com guela 
de lédbo. O colapso alveolar em tais pa- 
cientes causa extrema mal oclusaéo. O 
ortodontista pode conseguir apenas ligeira 
melhora pela mudang¢a de posic&o dos den- 


ee re 
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Carcinoma of the Rectum as a Focus of 


Salmonella Barielly Infection 


Report of a Case 


RUDOLPH J. PATRIZIO, B.S., M.D., A.I.C.S. 
MUNCY, PENNSYLVANIA 


55, came to me complaining of re- 

current episodes of diarrhea since 
September 1951, accompanied by bleeding, 
colic and occasional chills. The oral tem- 
perature was 99.6 F. 

Examination gave negative results ex- 
cept for slight tenderness across the lower 
part of the abdomen. Owing to the history 
of chills and the fact that there were sev- 
eral cases of bacillary dysentery in the 
area at the time, it was decided to obtain 
a stool culture. The culture revealed S. 
barielly. The patient was given a course 
of sulfasuxidine and obtained temporary 
relief of symptoms. Follow-up cultures 
remaining positive, a course of chloromy- 
cetin was given. Two follow-up cultures 
were then negative, and the patient was 
not heard from for two months. Owing 
to intermittent recurrence of symptoms, 
he returned to me on June 20, and another 
culture was taken, which was positive. In 
view of the persistence of the symptoms, 
however, it was decided to hospitalize the 
patient and to do more thorough studies. 
Barium roentgen studies of the colon re- 
vealed a filling defect at the rectosigmoid 
juncture. On sigmoidoscopic study a 
growth was observed in this region. A 
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biopsy was performed, and the tumor was 
reported to be an adenocarcinoma. On 
August 5, abdominoperineal resection of 
the distal portion of the sigmoid and the 
rectum was performed. The patient’s con- 
valescence was uneventful. Cultures of the 
stool on September 4 and 24 and on Octo- 
ber 30 were reported negative. 


COMMENT 


Perusal of the literature in the bibliog- 
raphy, which contains all the pertinent 
references appearing in the Quarterly 
Cumulative Index Medicus for the past 
twenty-five years, fails to reveal any case 
of bacillary dysentery propagated in a 
malignant growth of the alimentary canal. 
The literature is replete with cases of ame- 
bic colitis, ulcerative colitis and polyposis 
masking carcinoma of the large bowel or 
possibly acting as an etiologic factor. 
Many cases in which an amebic granuloma 
was mistakenly resected as a malignant 
growth of the alimentary tract are re- 
ported. Gray reported a case of Salmonella 
suipestifer infection associated with an 
abscess in myomas of the uterus. Graham 
and Coleman reported a case of Salmonella 
infection in a metastatic carcinoma of the 
proximal third of the humerus. 


To me this case is interesting because a 
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carrier state was apparently incubated in 
a carcinoma of the rectosigmoid that was 
resistant to intensive therapy. After re- 
section of the tumor the carrier state was 
cured. It is evident that one must exhaust 
all diagnostic possibilities before making 
a diagnosis of simple intestinal parasitic 
carrier state. One must have a high index 
of suspicion. 


SUMMARY 


An unusual case of carcinoma of the 
rectum is reported, in which the tumor 
served as an incubating medium for Sal- 
monella bariel'y infection. After resection 
of the tumor, the “carrier state” was 
cured. Since this carcinoma was discov- 
ered in the investigation of an intestinal 
infection, the author points out that “one 
must exhaust all diagnostic possibilities 
before making a diagnosis of a simple in- 
testinal parasitic carrier state.” 


RESUME 


On raporte un cas rare de carcinome 
du rectum, dans lequel la tumeur sert 
comme le moyen d’incubation pour l’in- 
fection de Salmonella Barielly. 

Aprés la resection de “l’état porteur,” 


Orthodoxy .. . 
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la tumeur fut guerie. Cette carcinome a 
été découverte pendant une investigation 
d’infection intestinale. 

L’auteur discute le traitement et insiste 
sur la valeur d’une diagnose soigneuse. 
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is the essential basis of civilisation, and the real difficulty is to 


prevent orthodoxy passing into stagnation, to devise machinery for discarding 


theories that have ceased to accord with modern views, and practices that have 


ceased to have value; in short, for ensuring that the heterodox is heard, tested, 
and, if approved, admitted to the body of the orthodox. 


—Ogilvie 





Thoracic Surgery 





Bronchopleural Fistula 


CHIN BURANADHAR\M, M.D. 
AND 
SMARN MUNTARBHORN, F.IL.C.S., F.R.C.S. (Eng.), M.B.B.S. (Lond.) 
BANGKOK, THAILAND 


HE persistence of a communication 
" [retween the bronchial tree and the 
pleural cavity after pneumonia and 
pulmonary abscess, in the present day of 
antibiotics, has become a rare event, At- 
tention to this abnormal channel in recent 
years has been directed mostly toward the 
postoperative type, which is an unpleasant 
complication of resection of the lung for 
pulmonary tuberculosis. More heed should 
be paid, however, to the bronchopleural 
fistula naturally occurring as a result of 
chronic infection, which is most signifi- 
cantly disabling. The chronicity of this 
condition over a period of years is asso- 
ciated with chronic ill health, anemia, 
retardation of growth (especially in chil- 
dren), collapse of the thoracic wall, scolio- 
sis and advanced clubbing of the fingers 
and toes. These disabling features are 
preventable, provided that diagnosis of 
the fistula is made in an early stage. It is 
therefore desirable that, in the absence of 
tuberculosis, the cases of patients with 
chronic empyema who make no further 
improvement a month after drainage 
should be reviewed, with the possibility in 
mind that a bronchopleural fistula may 
exist. 
Pathogenesis.—Trauma is a significant 
cause of this condition. In fact, all pene- 
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trating wounds of the chest carry the po- 
tentiality of chronic empyema. It has been 
reported that in half of the cases of chronic 
empyema resulting from such cause the 
empyema was associated with a broncho- 
pleural fistula (Muntarbhorn, 1949). 

Chronic empyema or pulmonary abscess 
may rupture into the bronchus or into the 
pleural cavity, and the sudden spread of 
pus is often recognized when a chill or a 
sudden rise in the temperature occurs and 
is followed by profuse expectoration and 
alleviation of symptoms. 

Two children (Fig. 1) were seen with 
empyema necessitans draining through the 
anterior chest wall (sixth space), which 
had been present for six and seven years 
respectively. This condition should be al- 
ways suspected of indicating an underly- 
ing fistula. 

Acute or chronic amebic abscess of the 
liver may rupture into the pleural cavity 
or, less commonly, into the bronchus as 
well as the pleural cavity, thus producing 
a bronchopleural and a bronchohepatic fis- 
tula as illustrated (Cases 11 and 12; see 
table). 

Pathologie Picture.-—Marked pathologic 
changes are observed in the lung and in 
the wall of the empyema cavity, but the 
most outstanding features of all is the se- 
vere clubbing of the fingers and toes, 
which is a most constant accompanying 
condition. 
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1. The chronic sepsis produces a paren- 
chymatous change, with varying degrees 
of fibrosis, and in cases of multiple abscess 
much of the lung tissue is destroyed. Ate- 
lectasis may also be present. 

2. Both layers of the pleura become 
thickened, and an additional layer of 
fibrous tissue, the “pseudopleura,” is 
formed inside as a lining for the empyema 
cavity. The pseudopleura and the pleura 
proper together may be as thick as 10 
mm., and in a case of long standing calci- 
fication will probably take place. It is 
this layer of pseudopleura that has to be 
peeled off in the process of decortication. 

3. In the course of nature’s attempt to 
heal, narrowing of the intercostal spaces 
and collapse of the chest will take place, 
resulting in well-developed compensatory 
scoliosis and a lopsided gait. 

Associated with the chronic infection 
and hypoxia are well-marked clubbing of 
the fingers and toes, anemia and retarda- 
tion of growth. 

Clinical Picture-—There is often a his- 
tory of a febrile attack associated with 
chronic and purulent expectoration; tight- 


et 
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Fig. 1—A, boy aged 11 years with empyema 
necessitans, with a bronchopleurodermal fistula 
through the sixth interspace of six years’ dura- 
tion. Note 2 plus clubbing of fingers and toes. 
B, girl aged 5 years with chronic bronchopleural 
fistula of two years’ duration, awaiting resection. 
Note typical lopsided stance (this applies also to 
the gait). 


ness of the chest is common. A chill and 
fever in 2 cases in this series indicated 
deep-seated infection and rupture of the 
abscess, which is usually followed by pro- 
fuse expectoration. Albuminuria was 
noted in 1 case. 


Fig. 2—A (Case 5), lipiodol from bronchus of right upper pulmonary lobe passes into empyema 


cavity. Scoliosis (2 plus) is present. 


B (same case), traction esophageal diverticulum visualized 


after patient had swallowed lipiodol. Completely healed after resection of left upper lobe and di- 


verticulectomy. 


C (Case 12), dionosil in lung, coughed up after being injected into amebic liver 


abscess (bronchopleural), healed after drainage for one month. 
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Special Investigation—A plain roent- 
genogram will show thickened pleura, col- 
lapse of the thoracic wall, deviation of the 
trachea and scoliosis. 

In our cases, pus and sputum from the 
patients showed staphylococci, B. pyocya- 
nea, B. typhosus and diplococci, but no 
ameba was encountered. 

In order to clinch the diagnosis of bron- 
chopleural fistula, the following evidence 
is essential: 

The pus aspirated from the empyema 
cavity should be similar to the expectorated 
pus in both color and consistency. 

If 5 cc. of 0.8 per cent indigo carmine is 
injected into the pleural cavity, the blue 
discoloration should be seen in the sputum 
within five or ten minutes. 

After closed drainage, air continues to 
bubble through the underwater tube; this 
is exaggerated by coughing. 

A bronchogram may demonstrate a 
track, or the lipiodol may be seen in the 
empyema cavity. 

In addition, a manometric method is 
sometimes adopted; it is more tedious and 
less certain than the other methods men- 
tioned. In a case of bronchopleural fistula, 
if air is aspirated from the cavity, the 
pressure will remain the same. Also, in 
the analysis of a specimen of gas from the 
cavity, if a bronchopleural fistula is pres- 
ent the oxygen and carbon dioxide levels 
are more or less the same as those of the 
atmosphere, whereas in a closed cavity the 
oxygen level is lower and the carbon diox- 
ide level is higher, 

Treatment.—In every case of nontuber- 
culous chronic empyema, underwater 
drainage must be done as soon as possible. 
If a bronchopleural fistula is present, air 
will bubble through constantly, making the 
diagnosis more certain. After the lapse of 
a month or so some fistulas may close 
spontaneously (5 out of 11 in this series) 
and no further surgical measures are re- 
quired. Should the bubbling continue, re- 
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section of the lung would be indicated. 

Many forms of treatment employed in 
the past can be mentioned with interest, 
eg., electrocauterization (Friedrich), 
grafting of muscles with blood supply into 
the cavity (Alvazanov), excision of the fis- 
tula and closure (Sauerbruch), and resec- 
tion of the lung (Tuffier, Graham and 
Krause; Graham, Ballon and Singer). 

In our 5 cases of pulmonary resection, 
the following operations were performed: 


Right upper lobectomy 

Right lower lobectomy 

Right middle and lower lobectomy 
Left lower lobectomy 


Drainage alone 
Operation refused 


Surgical Considerations.—In view of the 
fact that there are many attendant dis- 
abling complications of a chronic broncho- 
pleural fistula, the condition should be al- 
ways suspected after a penetrating wound, 
such as a wound due to a stab, a bullet or 
any penetrating object. The condition is 
amenable to surgical treatment, and early 
operation wards off the aforementioned 
complications. 

Segmental resection has not been the 
treatment of choice in these cases, as 
bleeding during the dissection is a major 
problem. Moreover, it is difficult even at 
operation to determine the extent of the 
lesion, and lobectomy offers the only pos- 
sible means of insuring entire removal of 
the diseased portion. 

Traction Diverticulum.—The patient in 
Case 5, a boy aged 11, had postpneumonic 
empyema necessitans with a fistula dis- 
charging pus through the sixth intercostal 
space in the anterior axillary line; a 
chronic cough: -with purulent sputum; 


‘marked clubbing of the fingers and toes; 


flattening of the right side of the chest; 
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severe scoliosis; streptococcic infection; a 
tract: in the upper lobe as shown on the 
bronchogram, and traction of the esopha- 
gus forming a large esophageal diverticu- 
lum to the right, observed after the patient 
had swallowed lipiodol. After upper lobec- 
tomy and diverticulectomy, he made an 
uneventful recovery. 

Results: The results in the 12 cases were 
as follows: 


No.of Cases Results 
Cure 


Treatment 
Drainage alone 
Drainage and later resection 

of the lung 
Operation refused 


1 death 


Five children underwent resection of the 
lung at the ages of 114, 7, 10, 10 and 11 
respectively. All tolerated the operation 
amazingly well. 

Amebic Empyema and Fistula. — In- 
cluded in the series of 12 are 2 cases of 
amebic empyema and fistula. They were 
due to an amebic abscess of the liver that 
had ruptured into the lung. tissue through 
the diaphragm. One patient coughed up 
pus the color of anchovy sauce;. after 
drainage and anti-amebic therapy this 
cleared up completely. In the other a bron- 
chopleural fistula was revealed after di- 
onosil was injected into the hepatic ab- 
scess, after which the radiopaque material 
was observed in the lung and in the spu- 
tum (Fig. 5, Cases 11, 12). .This condition 
cleared up thirty days later. 


SUMMARY 


Twelve cases of bronchopleural fistula 
are reported. In children, disabling symp- 
toms are common, and the tetrad is made 
up of clubbing of the fingers and toes, flat- 
tening of the chest wall, scoliosis, and air 
bubbles through the sinus, 

The diagnosis is obtained by means of 
sputum-and-pus comparison, the indigo 
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carmine test and the bronchogram. The 
treatment is early drainage, followed, if 
necessary, by resection of the lung a month 
later. 

Of the 11 patients operated -on, 1 died. 
In the rest, the condition cleared up. 

Not infrequently the fistula is due to 
rupture of an amebic liver abscess into the 
lung and the bronchial tree, and its prog- 
nosis is not a hopeless one. 


RESUME 


Douze cas de fistules bronchopleurales 
sant décrits. Les déformations sont fré- 
quentes chez l’enfant, et la tétrade est 
constituée par des doigts et orteils en 
massue, l’aplatissement de la paroi thora- 
cique, la scoliose, et des bulles d’air dans 
les sinus. 

Le diagnostic est posé par ]’examen des 
crachats et du pus, par |’épreuve de l’indi- 
go-carmin et par le bronchogramme. Le 
traitement consiste en un drainage précoce 
suivi, en cas de nécessité, de la résection 
du poumon un mois plus tard. 

Sur il cas traités il y a eu dix guérisons 
et 1 décés. 11 n’est pas rare que la fistule 
soit due a la rupture d’un abcés amibien 
du foie dans le poumon et !’arbre bron- 
chique, dont le pronostic n’est pas dése- 


péré. 
RIASSUNTO 


Vengono riportati dodici casi di fistola 
bronco-pleurica. Nei bambini la tetrade 
sintomatica ¢ comune ed é costituita da: 
dita a bacchetta di tamburo, appiattimen- 
to della parete toracica, scoliosi e fuorius- 
cita di bolle d’aria dal meato fistoloso. La 
diagnosi si fa coll’esame comparativo dell’ 
escreato e del pus, col test all’indacocar- 
minio e colla broncografia. La cura con- 
siste nella precoce istituzione del drenag- 
gio, seguita, se necessario, dalla resezione 
polmonare un mese pit tardi. Su undici 
operati si ebbe un morto. Nei rimanenti 
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si ebbe la guarigione. Non raramente la 
fistola é docuta alla rottura di un asce-sso 
amebico del fegato nel polmone e nell’al- 
bero bronchiale; la prognosi, in tali casi, 
non é la pit favorevole. 


ZUSAM MENFASSUNG 


Es wird iiber 12 Falle von bronchopleu- 
raler Fistel berichtet. Bei Kindern sind 
Symptome, die mit starker kérperlicher 
Behinderung einhergehen, haufig. 

Die Tetralogie der Symptome besteht 
aus Trommelschlagelfingern und-zehen, 
Abflachung der Brustwand, Skoliose und 
Entweichung von Luftblasen durch die 
Fistel. 

Die Diagnose wird durch vergleichende 
Untersuchung von Auswurf und Eiter, 
durch Indigokarmin-Proben und durch 
Bronchographie gestellt. Die Behandlung 
besteht in friihzeitiger Drainierung, wenn 
notig gefolgt von Resektion der Lunge 
nach einem Monat. 

Von den 11 Patienten des Verfassers 
starb einer. Die iibrigen wurden geheilt. 
Nicht selton kommt die Fistel durch 
Durchbruch eines Amédbenabsesses der 
Leber in die Lunge und den Bronchial- 
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baum zustande; die Prognose ist nicht 
hoffnungslos. 


SUMARIO 


Doze casos de fistula broncopleural sao 
relatados. Em criancas, sintomas defor- 
mantes sao comuns, e a tétrade é composta 
de deformacéo dos dedos da mf@o e do pé, 
peito escavado, esocliose e bélhas de ar 
através do seio. 

O diagnéstico é obtido por meio de com- 
paracao do catarro e puz, do teste indigo- 
carmin e do broncograma. O tratamento 
consiste na drenagem precoce, seguida, se 
necessério, pela resseccéo de um pulmao 
um més depois. Dos 11 pacientes opera- 
dos, 1 morreu. No restante, a condicao 
clareou. 

Nao infrequentemente a fistula é devido 
4 rutura do abcesso de um figado amébico 
no pulmao e arvore bronquial, e seu prog- 
nodstico nao é desesperador. 
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The operation of trepanning is very ancient, and was seldom performed without 
great caution. A proof of this was given in the early history of Ireland. Connor 
Mac Neassa, King of Ulster, that generous protector of the literati of his day, and 
contemporary with Julius Ceasar, having his skull fractured in battle, his first 
surgeon, Finighin, refused to apply the trepan till his safety was guaranteed by the 
nobles of the country, in case it did not succeed. 


—William Wadd, circa 1827 





. Topical Chemotherapy for Suppurative 
Disorders of the Lung, Including Tuberculosis 
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BROOKLYN, NEW YORK 


describe a form of nonhospitalizing 

ambulatory treatment of pulmonary 
tuberculosis and chronic suppurative dis- 
orders of the lung with topical chemo- 
therapy. My method of treatment is based 
on the following principles: 

1. Topical application of antibiotics to 
infected tissue to enhance the bacterio- 
static effect of the drugs and diminish 
emergence of resistance strains. 

2. Outpatient treatment of the total pa- 
tient in an informal group atmosphere, 
which provides the advantages of a co- 
operating medical team and an intimate 
doctor-patient relation. 

3. Recognition of the problems of the 
total patient and attention to all of them, 
not merely the particular disease. 

Since the discovery of antibiotics, effi- 
cient agents have been available to destroy 
pathogens by altering the environment in 
which the lethal organisms grow. It is not 
quite so simple as that, however. For a 
decade bio!ogists and others especially in- 
terested in bacterial genetics have con- 
stantly warned the medical profession of 
the danger that resistant bacterial strains 
will emerge. These early warnings are 
now being justified by the increasing fre- 
quency of strains that are resistant to all 
of the more commonly used antibiotics. To 
prevent the development of _ resistant 
strains, a combination of synergistic 
chemotherapeutic agents must be used. 

In part, the first impetus to my work 


‘Le purpose of this publication is to 
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with topical chemotherapy was the dem- 
onstration by Sir Howard Florey during 
World War II of the clinical usefulness of 
penicillin applied topically to infected war 
wounds. Also contributing to my interest 
in this mode of treatment of pulmonary 
tuberculosis was the original work of a re- 
search biologist (Vernon Bryson) on the 
physical and biologic properties of aerosol. 
This work was done for the Technical Di- 
vision of the Chemical Warfare Service. 
The results of the inhalation research on 
animals and man encouraged me to take 
part in a clinical investigation, and fur- 
ther studies along these lines were pursued 
for the Technical Division on a coopera- 
tive basis with the College of Physicians 
and Surgeons of Columbia University and, 
still later, under contract to the Medical 
Division of the Chemical Warfare Service. 

On the basis of these earlier investiga- 
tions and the limited experience of the 
topical use of the Carrel Dakin’s solution 
in World War I, I have developed a technic 
of direct topical application of antibiotics 
that has given excellent results. I use a 
wetting agent (detergent) of low surface 
tension, which acts as a vehicle to bring 
the drugs into intimate contact with the 
infected surfaces of the lesion. In addi- 
tion, delivering high concentrations of the 
drugs directly to the site of infection en- 
ables me to use smaller doses, in contrast 
to the high doses necessary to produce sat- 
isfactory blood levels after oral or paren- 
teral administration. 

In summary, then, the purpose of my 
therapeutic technic is as follows: By using 
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a combination of synergistic chemothera- 
peutic agents the bacteriostatic effect is 
reinforced, and the emergence of resistant 
bacterial strains is prevented or retarded. 
If the chemotherapeutic combination is 
used in a detergent solution, the bacterio- 
static agents can be applied directly to the 
infected tissue in smaller quantities, with 
successful clinical results. 


To administer the drugs in a detergent 
solution topically in the lungs, I deliver 
the solution in the form of an aerosol (a 
mist of fine droplets). This aerosol is in- 
haled by the patient, and the treatment 
requires clear understanding of the tech- 
nic and complete cooperation by the pa- 
tient for the most successful effect. 


In the first stage of instruction I dem- 
onstrate with pictures and show the 
patient, by doing it myself, how first to 
exhale all the air from the lungs and then 
to inhale it deeply so as to inflate the lungs 
fully with the therapeutic mist. Next, I 
ask the patient to hold his breath, so that 


this mist, or fog as I describe it to the 
patient, will be able to settle down in the 
thousands of small alveoli so as to increase 
the blood level and make better contact 
with the diseased portions throughout the 
lung. The possible dizziness associated 
with hyperventilation by deep breathing 
is explained as a harmless phenomenon. 
Holding of the breath I emphasize in or- 
der to gain maximum absorption at the 
site of the disease and also to increase the 
blood level systemically and locally. (The 
blood level is further boosted by oral and 
often intramuscular administration.) This 
aspect of chemotherapy is basic, since a 
large initial therapeutic dose is wanted for 
short periods. For a lethal effect on the 
pathogen, “get there firstest with the 
mostest” instead of the therapeutic drib- 
bling of “too little and too late.” 

After the first two steps, (1) deep in- 
halation after marked exhalation and (2) 
holding the breath for the diffusion into 
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all lung parenchyma, I advise (3) slow 
exhalation through the nose. With regard 
to this last procedure, I always start with 
complete exhalation and full inhalation via 
the nasal route in order to aid in clearing 
up low-grade sinusitis or potential tuber- 
culosis, nasopharyngitis or laryngitis. 
With all forms of pulmonary suppuration, 
bronchiectasis, lung abscesses, etc., in 
which almost invariably some chronic 
sinusitis is present, I insist on two to four 
treatments by the nasal route. This slow 
exhalation of the mist through the nose 
will produce a double contact with many 
small infected sinus cells in the tissues of 
the upper part of the respiratory tract. 
With tuberculosis the nasal route is gen- 
erally used only for two or three treat- 
ments, the oral route then being substi- 
tuted unless further nasal treatment is 
otherwise indicated. 


I have frequently used some practical, 
homely similes in pulmonary physiologic 
instruction to show the patient why I wish 
him to follow my instructions in order to 
cure his chronic pulmonary disease. It is 
explained that if all the small air pockets 
of the lung could be opened out and laid 
flat on the ground, the surface of the lung 
would be almost the size of a tennis court. 
When the patient breathes in the mist of 
small particles deeply, it will follow all of 
the air passages into deep portions of the 
lungs like a fog. Holding the breath in- 
creases the efficiency and concentration of 
the treatment by direct deposit of the mist 
in the areas of disease. The physician’s 
attention to such details as these and his 
painstaking explanation of all phases of 
treatment will often mean the difference 
between success and failure. 


Application of this therapy requires co- 
operation of a high order on the part of 
the patient, and such cooperation can be 
developed and fostered only in the proper 
atmosphere. I am convinced that a major 
reason for the success of my technic has 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


been the patient-oriented atmosphere of 
the informal medical group and by the 
participation of the patient. Here the pa- 
tient is examined and treated by a group 
of physicians, but one physician acts as 
each patient’s “family doctor.” It is the 
latter who establishes that patient-doctor 
relation of confidence and cooperation 
familiarly ascribed to the “family doctor.” 

An important aspect of the treatment 
of a patient is whether his physician is 
interested in him wholly—as a total hu- 
man being—or whether he merely repre- 
sents another case of a particular disease, 
Physicians who are interested solely in the 
patient’s lungs or gallbladder or sore arm 
have lost sight of the total patient and his 
value to the patient is less. With this total 
view of the patient, the treatment is fur- 
ther supplemented by the customary 
clinical adjuncts to improve the patient’s 
resistance; removal of areas of focal in- 
fection, care of the teeth and an adequate 
diet, with appropriate medication and nu- 
tritional support. 

With the therapeutic principle described 
in this paper I have been mindful of the 
responsibility to the public health, both to 
the family of the patient and to the com- 
munity and can say unhesitatingly that, 
in spite of the ambulatory procedure, 
there is no known evidence of a spread of 
infection from any of these patients or 
from others whose cases have been re- 
ported elsewhere. Some of these family 
case studies are now nearly a decade old, 
with at least semiannual follow-ups. 


REPORT OF CASES 


CASE 1.—A. W., a woman, aged 67, was first 
seen Oct. 7, 1948, for cough with % to 1 cupful 
of foul, putrid expectoration, which she had had 
for twenty-five years after an attack of pneu- 
monia. Three operations had been performed 


*With added experience, today I have the patient inhale 
10 ec. of zephiran chloride aqueous solution 1:5,000 with 0.5 
Gm. of streptomycin and 600,000 units of penicillin. A com- 
bination of 400,000 units of penicillin and 0.5 Gm. of strepto- 
mycin (2 cc. Dicrysticin, Squibbs) is given intram' ly. 
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elsewhere, without results; in fact, the cough 
was made worse. The patient had a mild de- 
gree of cardiac strain, probably secondary to 
her overweight; pulmonary sepsis and fibrosis 
of the right lung, and dental sepsis. After 
weight reduction and removal of foci of in- 
fection, aerosol therapy was instituted (150,- 
000 units of penicillin and 150,000 units of 
streptomycin, dissolved in 3 cc. of zephiran 
chloride in aqueous solution 1:5,000, three 
times daily for four days; 600,000 units of 
penicillin with 1 Gm. of streptomycin given 
intramuscularly once a day for four days*). 

The patient’s symptoms disappeared, and 
her physical condition remained satisfactory. 
At the time of writing, eight years later, she 
still has no cough or expectoration. The ex- 
cellent result in this case involved more than 
the mere disappearance of the foul odor; this 
patient was rehabilitated so that she could 
enjoy her friends, her family and her grand- 
children. 

CASE 2.—W. K., aged 60, was hospitalized in 
December 1947 and was treated for pulmonary 
abscess following pneumonia of the right 
lower lobe, with a history of chronic cough 
(minimal bronchiectasis) . 

This patient had a history of alcoholism, 
with moderate liver damage, dental sepsis and 
chronic sinusitis. He had been given antibi- 
otic-aerosol therapy elsewhere but did not 
improve because he was not breathing the 
aerosol deep into the lung parenchyma. In- 
stead, he was breathing in a very shallow man- 
ner that permitted only a minimal amount of 
the mist to reach the main pulmonary bronchi. 
When therapy was administered properly, he 
promptly improved and made an uneventful 
recovery. Surgical intervention was not neces- 
sary, and in spite of the patient’s alcoholism 
the results of a recent follow-up, nine years 
after aerosol therapy, are satisfactory. 

CASE 3.—R. M., a woman aged 36, was first 
seen on Feb. 2, 1940, with a history of pulmo- 
nary tuberculosis involving the right lung, 
discovered in 1934. The patient responded 
satisfactorily to pneumothorax until the end 
of 1935, when the pleural fluid became in- 
fected. A discharge with mixed pleural infec- 
tion persisted for twelve years. After complete 
thoracoplasty in 1940 the fistulas remained 
persistently purulent, with tuberculosis-in- 
fected pleura. The sedimentation rate was 
high, and there was pronounced secondary 
anemia. In 1944 the value for hemoglobin was 
59 per cent. 


In October 1946, one chemotherapeutic 
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agent (0.5 Gm. of streptomycin in 8 cc. of 
aerosol OT 1 per cent) was instilled every 
three hours into the sinus for ninety-six hours, 
night and day. The sinus closed promptly and 
remained so until 1948. The sinus opened 
again, but in 1950, when a combination of neo- 
mycin, penicillin and streptomycin in 200 cc. 
of zephiran chloride 1:1,000 was instilled into 
the cavity continuously as a drip for three 
days, it closed permanently. 

I say “closed permanently” because the 
antitubercular combination used with the 
detergent makes the origin of a resistant 
strain or mutant of Mycobacterium tuber- 
culosis relatively impossible bacteriolog- 
ically. This patient has been under my 
care for sixteen years. The compression 
and collapse therapy to which I would 
have resorted earlier has no place in my 
initial therapy, and I mention it only to 
condemn such practices. 


CASE 4.—R. P., a woman aged 43, was first 
seen here in April 1949, with a history of 
pulmonary tuberculosis for the past eight 
years. Dental sepsis with marked pyorrhea 
and root abscess was treated by the topical 
and systemic use of aureomycin, and this 
was followed by the inhalation of aureomycin 
with a detergent solvent for one day; for the 
next three days penicillin was used with the 
aerosol. Injections of penicillin, 300,000 units, 
were given daily for four days. 

After the treatment, ten gastric analyses 
with cultures all gave negative results. An 
ulceration on the vocal cords disappeared; 
roentgenograms of the chest were satisfactory. 
At the time of writing, seven years later, the 
patient is well and carrying on her active du- 
ties as mother and housewife. 


Although this patient was treated in 
state and municipal sanitariums, 40 speci- 
mens studied for the tubercle bacillus had 
never revealed it. The elementary obser- 
vation that one is generally not justified 
in making a diagnosis of pulmonary tuber- 
culosis until the organism is identified 
still holds true. This is to be especially 
noted because of the tendency of some tho- 
racic surgeons to resort to excisional op- 
erations on roentgen evidence alone, 


*This quotation is taken from The — by Glover 


and Hower (Homewood, Ill.: Irwin, 
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The need for the physician to think as 
a medical philosopher in this era of spe- 
cialization and technical advances is well 
exemplified by this patient who, on the 
basis of roentgen evidence alone, was diag- 
nosed as a “tubercular” and was never 
seen as a total patient again. During the 
years of her illness, a period of great emo- 
tional stress, she was away from her hus- 
band and children, and not only were their 
financial funds catastrophically depleted 
but the taxpayer was contributing indi- 
rectly. The physician’s responsibility is 
clearly defined in this excerpt from The 
Twenty-Fifth Hour by C. Virgil Gheor- 
ghiu: “Human life has no meaning unless 
it is conceived as a whole. We can only 
grasp its ultimate purpose if we bring into 
play the same senses that help us to under- 
stand religion and to interpret or to create 
art. In the search of the ultimate end of 
life reason plays only a secondary role. 
Mathematics, statistics, and logic are as 
ineffectual, as guides to the comprehension 
and organization of human life, as they 
are to the appreciation of Mozart or 
Beethoven.”’* 

CASE 5.—E. M., a man aged 24, had chronic 
diffuse bilateral tuberculosis. In 1930 he be- 
gan to lose weight, and the loss persisted, with 
loss of strength and appetite. In the early 
months of 1934 he had a cough with expec- 
toration of blood. There was a total loss of 30 
pounds (13.6 Kg.) of weight in four years. 
He was first seen here in December 1934, and 
appropriate studies definitely established the 
diagnosis of advanced tuberculosis of both 
lungs. 

All the customary forms of therapy were 
unsuccessfully tried in several tax-supported 
sanitariums and at the patient’s home until 
February 1949. At this point, with the dis- 
ease slowly progressing and the patient unable 
to work, antibiotic therapy was given in ac- 
cordance with my therapeutic technic. After 
one month’s treatment the germs of tubercu- 
losis disappeared from the lung, and the pa- 
tient made an uneventful recovery. Seven 
years later the patient continued to be free of 
tuberculosis. This patient, however, has a 
diminished vital capacity resulting from long- 
uncontrolled pulmonary tuberculosis (1930- 





JOURNAL OF THE INTERNAYTIUNAL COLLEGE OF SURGEONS 


1949), so that his ability to work is perma- 
nently damaged. 

CASE 6.—H. K., a man aged 50, had an 
abscess of the right lower lobe following pneu- 
monia in April 1948. He was treated else- 
where with intramuscular penicillin, with sub- 
sequent development of bacterial strain re- 


sistance. During the next fifteen months he~ 


had three recurrent attacks of pneumonia, 
with numerous hemorrhages. Lobectomy or 
possibly pneumonectomy was advised elsewhere 
for probable bronchogenic cancer or bron- 
chiectasis. When he was seen here, marked 
dental sepsis was first eliminated. Then the 
patient was given antibiotic detergent aerosol 
therapy (streptomycin and penicillin, supple- 
mented by daily parenteral therapy) for four 
days. Improvement was noted immediately. 
At the time of writing, eight years later, the 
patient’s general condition is excellent, with 
no hemorrhages and no evidence of neoplasm. 


It should be noted that the penicillin-resist- 
ant pathogen was eliminated by this chemo- 
therapeutic combination. 

CASE 7.—G. S., a woman aged 40, was ex- 
amined on Jan. 6, 1949, with a history of 
bronchiectasis of the right lower lobe of two 
years’ duration, which had followed a surgical 
operation for the excision of fistulas. There 
followed pleurisy with pneumonia, with which 
a putrid empyema developed; the purulent ma- 
terial expectorated varied from % to 1 cupful 
daily. Organisms noted in culture were gram- 
positive staphylococci and slightly hemolytic 
gram-positive bacilli. 

Antibiotic detergent aerosol therapy was 
given for four days (600,000 units of penicil- 
lin dissolved in detergent on the first day and 
300,000 units of penicillin on the next three 
days). Frequent follow-up reports from the 
patient reveal that she has made an excellent 
recovery. There has been no cough or expec- 
toration since the aerosol therapy was given. 
At the time of writing, seven years later, the 
patient is in excellent health. 


COMMENT 


The presence of symptoms and/or vi- 
able organisms in patients who have had 
lobectomies or segmental resections of the 
lungs for bronchiestasis or pulmonary tu- 
berculosis strongly suggests the need of a 
reappraisal of many of the current thera- 
peutic technics and of reconsideration of 
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microbiologic principles when these tech- 
nics are applied. 

Clinical indifference to the emergence of 
resistant bacterial strains was again noted 
in an open letter published in the Journal 
of the American Medical Association, “Po- 
tential Danger of Isoniazid Through Fail- 
ure to Use Multiple Chemotherapy in 
Treatment of Tuberculosis.” In this com- 
munication it was specifically stated: 
“Most physicians are already aware of 
the dangers inherent in the development 
of isoniazid resistance, but if a minority 
is to take the position that bacterial re- 
sistance is a laboratory curiosity of no 
clinical significance, the value of this drug 
may be greatly lessened. It is a matter of 
historical record that the wide use of sul- 
fadiazine in naval training centers during 
World War II eventually resulted in the 
establishment of streptococcic types re- 
sistant to sulfonamides (Epidemiology 
Unit No. 22, J.A.M.A. 129:921-927 [Dec. 


1] 1945). This unfortunate experience... 
appears to have been largely forgotten.” 


SUMMARY 


A plan for treatment of suppurative 
pulmonary diseases, including tuberculo- 
sis, outside the hospital and in an oriented 
medical group, is presented. The treat- 
ment is chemotherapeutic; the pathogenic 
organisms are attacked by means of drugs 
dissolved in a detergent solvent admin- 
istered in a fine mist of droplets. A high 
degree of cooperation on the part of the 
patient is absolutely necessary for success ; 
therefore, preliminary and continued in- 
struction become an integral part of the 
treatment. 

Seven cases are reported, with good re- 
sults. The author places strong emphasis 
on the personal element and the doctor- 
patient relation, pointing out that the 
tendency to think of the patient as a 
“case” is apt to obscure the practitioner’s 
view of him as a total personality, 
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L’auteur présente un tableau des affec- 
tions pulmonaires suppurantes (y compris 
la tuberculose). Le traitement est chimio- 
thérapique; les organismes pathogéniques 
sont attaqués au moyen de médications 
administrées sous forme d’aérosols. La 
collaboration étroite du malade est indis- 
pensable au succés; il faut lui donner, au 
sujet du traitement, des instructions pré- 
liminaires et répétées. 

Six cas, avec d’excellents résultats, sont 
exposés. L’auteur insiste encore sur |’im- 
portance primordiale de |’élément person- 
nel et des rapports de médecin a patient, 
car la tendance a considérer le malade 
comme un “cas” est de nature 4 empécher 
le praticien de le voir en tant que person- 
nalité propre. 


RIASSUNTO 


Presentazione di un gruppo di malattie 
suppurative del polmone, compresa la tu- 
bercolosi. La cura é a base di prodotti 
chemioterapici somministrati per aerosol. 
Per il buon fine della terapia é assoluta- 
mente necessario un alto grado di coopera- 
zione da parte dei pazienti; pertanto fanno 
parte del piano terapeutico istruzioni pre- 
liminari e continuate. Vengono riportati 
sei casi con buoni risultati. L’autore in- 
siste sull’importanza dell’intesa fra medico 
e paziente e sottolinea il fatto che la ten- 
denza a considerare il malato come un 
semplice “caso clinico” rischia di togliere 
al medico la visione dell’intera personalita 
del paziente. 


ZUSAM MENFASSUNG 


Es wird ein Plan zur Behandlung eitri- 
ger Lungenerkrankungen einschliesslich 
der Tuberku'ose ausserhalb des Kranken- 
hauses vorgelegt. Es handelt sich um ein 
chemotherapeutisches Verfahren; die 
Krankheitserreger werden durch Verab- 
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reichung von Medikamenten in einem 
feinen Trépfchennebel angegriffen. Zum 
Erfolg ist eine hochgradige Mitarbeit des 
Kranken unerlasslich. Die Vorbereitung 
und fortgesetzte Belehrung des Kranken 
bildet daher einen wesentlichen Teil der 
Behandlung, auf den nicht verzichtet wer- 
den kann. Es wird iiber 6 Falle mit gutem 
Behandlungserfolg berichtet. 


Der Verfasser betont mit Nachdruck 
die Bedeutung der persénlichen Beziehung 
swischen Arzt und Patient, und weist 
darauf hin, dass die Betrachtung des 
Kranken als “Fall” dazu fiihren kann, 
dass der Arzt den Blick fiir die Gesamt- 
personlichkeit des Kranken verliert. 


SUMARIO 


Um plano de moléstias pulmonares 
supurativas, inclusive a tuberculose, fora 
do hospital e em um grupo médico oriental 
é apresentado. O tratamento é quimotera- 
péutico; os organismos patogénicos sao 
atacados por meio de drogas administra- 
das em transparentes goticulas. Um alto 
grau de cooperacaéo por parte do doente é 
absolutamente necessario para o sucesso; 
portanto, a instrucéo preliminar e con- 
tinuada torna-se parte integral do trata- 
mento. 

Seis casos com bons resultados sao rela- 
tados. O autor coloca forte énfase no 
elemento pessoal e na relagéo médico-pa- 
ciente, salientando que a tendéncia para se 
pensar no paciente como um “caso” esta 
apta para obscurecer a consideracao déle 
pelo médico como uma personalidade total. 
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The final aim and end of medicine must be the elimination of ill-health, yet 
the early period of any new development always brings out new conditions which 
people never knew they suffered from. The fact that a surgeon was available 
produced more cases for him to treat. As soon as there was an eye trained to 
see them, fresh surgical territories came into view. This is only another way of 
stating that when there is no treatment, people suffer and even die in silence, but 
a new method brings them flocking to the hospital with fresh hope. 


The pressure of their opportunity was deflecting the Mayos from general practice, 
forcing them to concentrate upon surgery, where almost everything they touched 
was new and the chances of self-development were enormous. In after years when their 
work had become world-famous, they would say that their success was due only to 
the fact that they had been born at a particular moment when the whole of modern 
surgery was new, and that modest statement is an imporant part of the truth. It 


was indeed the golden age of exploration. 


—Williams 





Bronchial Carcinoma 


Review of Two Hundred Cases 


RAFAEL ALASCIO ESCOBAR, M.D., F.I.C.S. 
TUCUMAN, ARGENTINA 


ITHIN the lapse of five years I 

W have studied 200 cases of broncho- 

genic carcinoma. This experience 

is the basis of the data here to be pre- 
sented. 

Distribution According to Age and Sex. 
—All but a few of the patients in this se- 
ries were men (Table 1). Almost all were 
between 40 and 60 years of age; none was 
under 20, and only a few were more than 
80 (Table 2). 

Distribution According to Lung Af- 
fected.—The left lung was more commonly 
affected (115 cases, or 57.5 per cent) than 
was the right (85 cases, or 42.5 per cent). 
Considering each lung separately, the dis- 
tribution in the 85 cases of involvement of 
the right lung was as follows: The upper 
lobe was involved 43 times (50.58 per 
cent) ; the middle lobe 7 times (8.21 per 
cent), and the lower lobe 27 times (31.74 
per cent). In 13 cases (15.8 per cent) 
several lobes were involved. On the left 
side, the upper lobe was involved 115 times 
(57.8 per cent) ; the lower lobe 25 times 
(21.73 per cent) and both lobes'11 times 
(10.8 per cent). These data are presented 
in Table 3. 

Distribution According to Thoracic Lo- 
cation of Neoplasm (Table 4). — I have 
divided these bronchogenic carcinomas, 
according to their thoracic sites, into two 
groups: Group A, hilar, and Group B, 
peripheral. In Group A are included (1) 
those tumors which were confined éxclu- 
sively to the lumen of the bronchus; (2) 
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those which involved the mediastinum, and 
(3) those which were accompanied by pul- 
monary anatomic and roentgenographic 
change. In Group B (peripheral tumors) 
I classify (1) nodular growths; (2) inva- 
sive tumors, and (8) tumors of the pleuro- 
pulmonary type, in which the lung and the 
pleura were involved. 

In 130, or 65 per cent, of my 200 cases 
the tumors fell into Group A (hilar car- 
cinoma). Seventy of these were subclassi- 
fied as Group A; (pure hilar) ; 36 as Group 
Az (hilar-mediastinal), and 24 as Group 
As (pulmonary-hilar). 

The tumors in the remaining 70 cases 
(35 per cent) fell into Group B (periph- 
eral carcinoma). Of these, 50 were sub- 
classified as Group B, (nodular); 13 as 
Group B, (invasive), and 7 as Group B; 
(pleuropulmonary). The tumors in Group 
As, some of those in Group Bz and all of 
those in Group B; were nonresectable. 

Distribution According to. Operative 
Status.—From this point of view I have 
classified the tumors as follows: inoper- 
able, 35, or 17.5 per cent; operable, 165, 
or 82.5 per cent. Among the patients con- 
cerned in the latter group were those who 
refused operation, those who could toler- 
ate operation but whose tumors were non- 
resectable and those whose tumors were 
resected (Table 5). 

I was able to establish correlation be- 
tween inoperability and the anatomic 
forms, and from this point of view I have 
divided the tumors into two categories, 
“clinically inoperable’ and “nonresect- 
able” (Table 6). Six patients with tumors 
in the former group were cachectic; 5 had 
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clinically demonstrable metastases, 2 to 
the skin, 2 to the lymph nodes and 1 to the 
brain; 7 had the pleuropulmonary type of 
tumor (Group B;) ; in 15 the tumors were 
hilar-mediastinal growths, and in 2 the 
neoplasms were invasive (Group B.). 





TABLE 1.—Sex Incidence 





Sex No. of Patients Percentage 
Male 175 87.5 
Female 25 12.5 














TABLE 2.—Sex and Age Distribution 
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TABLE 4.—Site of Neoplasm 





No. of Per- No. of Per- 


Cases centage Group Cases centage 
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TABLE 5.—Distribution According to 
Operability in 200 Cases 





Operative 
Percentage 
Percentage 


Status 





- 
:~ | Percentage 
o 0 


Inoperable 





Operable 



































TABLE 3.—Lung Involved 





No.of Per- No. of 
Cases centage Cases 





Right 





Upper lobe 





Middle lobe 





Lower lobe 





Several lobes. 





Left 





Upper lobe 





Lower lobe 





Both lobes 





Operation 
refused 





Operation 
performed 


Nonresectable 38 
Resectable 112 











In the second group there were 9 with 
metastases, 4 to the heart and pericardium 
and 5 to the regional lymph nodes; 21 with 
hilar-mediastinal carcinomas that could 
not be clinically established as inoperable; 
5 with invasive tumors, all of which were 
associated with the Pancoast syndrome, 
and 3 with tumors of the type classified as 
hilar-pulmonary. 

Considering the number of cases I have 
had opportunity to study and the number 
of cases in which the tumor was resected, 
it is obvious that surgeons have not yet 
arrived at the ideal situation with regard 
to the treatment of bronchogenic carci- 
noma. In this series the cases in which the 
tumors were inoperable were those in 
which the patients had clear and obvious 
symptoms on first consulting me. It is safe 
to say that when the diagnosis is clinically 
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TABLE 6.—IJnoperable and Nonresectable Tumors 





Inoperable Nonresectable 
6 


5 


Criteria 





Cachexia 
Metastasis 


Pleuropulmonary 
carcinoma 








7 





Hilar-mediastinal 


carcinoma 21 





Invasive 


carcinoma 5 (Pancoast syndrome) 





Pulmonary-hilar 


carcinoma 3 





easy the surgeon is generally unable to 
act with any effectiveness. 

As always, the most promising cases in 
this series were those in which the neo- 
plasm was discovered by means of a sys- 
tematic study of the general hospital pop- 
ulation. 

Between these two limits were cases in 
which the indications for surgical inter- 


vention were by no means clear, so that 
only by performing an exploratory thora- 
cotomy could I determine whether or not 
the tumor was resectable. 

Carcinomas that. may be considered 
clinically inoperable are (1) the meta- 


static forms; (2) neoplasms producing 
clear and definite symptoms, and (3) in 
some cases, forms associated with the 
Pancoast syndrome. 

It is my conviction that the statistical 
results of therapy will be improved only 
when a permanent and systematic cam- 
paign of examination and general educa- 
tion is instituted to fight bronchogenic 
carcinoma. 

Distribution According to End Results. 
—Of the 200 cases, no operation was per- 
formed in 50 (25 per cent). Thoractomy 
was done in 150, in 58 of which (19 per 
cent) the neoplasms proved to be nonre- 
sectable. In 112 (56 per cent) resection 
was done. Deaths and survivals are listed 
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in Table 7. 

Mortality—As has been stated, I per- 
formed thoractomy for primary broncho- 
genic carcinoma in 150 cases, in only 112 
of which was I able to resect the tumor. 
Of the 150 thoracotomized patients, 78 (45 
per cent) are dead at the time of writing; 
of these, 12 (15.4 per cent) died in the 
hospital and 66 (84.8 per cent) after their 
discharge. Of the 112 patients whose tu- 
mors were resected, 40 (37.5 per cent) are 
dead; 9 (22.5 per cent) died in the hos- 
pital and the remaining 31 (77.5 per cent) 
after leaving it. 

Of the 38 patients with nonresectable 
tumors, all (100 per cent) are dead. Three 





TABLE 7.—End Results 





Death 


A 





24-72 hr. ) 





Inoperable 35 





Operable 





Operation 


refused 15 





Operation 
performed 150 


Resection 
performed 112 4 


Nonre- 
sectable 


Total 





5 





2: 8 9 
7 18 26 


38 1 
200 5 











TABLE 8.—Mortality Statistics 





Death 





No. After 
Discharge 





or) 
fr) 


Thoracotomy 





oo 
_ 


Resection 





eo 
a 


Nonresectable 88 3 7.6 
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died in the hospital and the remaining 35 
(92.5 per cent) after they were discharged 
(Table 8). 


CONCLUSIONS 


The author presents a statistical survey 
of 200 cases of bronchial carcinoma, 
studied personally over a period of five 
years. He classifies the tumors into two 
categories: Group A, hilar, and Group B, 
peripheral. Group A is subdivided into 
three types: A,;, tumors confined to the 
lumen of the bronchus; Ao, those involv- 
ing the mediastinum, and As, pleuropul- 
monary tumora. Group B is also subdi- 
vided three times: B,, nodular tumor; Bz, 
invasive tumors, and B;, pleuropulmonary 
tumors. The numbers and percentages of 
each type of tumor encountered are pre- 
sented in tabular form, as are data on the 
incidence of each type from the points of 
view of age, sex, lung affected, thoracic 
location and operative status. 

Notwithstanding the progress made in 
any field of therapy for bronchogenic car- 
cinoma, especially the surgical field, the 
ideal results have not yet been attained, 
though from day to day surgeons seem to 
be approaching it. 

It is imperative that the lesion be dis- 
covered in its early stages and that imme- 
diate action be taken. The patient should 
be studied thoroughly but quickly, and 
operation should be performed at the ear- 
liest feasible moment. 

In the author’s opinion his statistics 
indicate progress, since he is constantly 
engaged in systematic examination of the 
hospital population, especially those pa- 
tients who have passed the age of 40. 


. 


CONCLUSIONS 


Malgré les progrés accomplis dans tous 
les domaines de la thérapeutique du carci- 
nome bronchogénique spécialement en 
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chirurgie, des résultats parfaits n’ont pas 
encore été obtenus mais nous nous en ap- 
prochons de plus en plus. 

Il est indispensable d’étudier le malade 
a fond mais rapidement, il faut établir 
autant que possible un diagnostic précoce 
et Opérer sans retard. 

L’auteur attribue ses bonnes statistiques 
personnelles au fait qu’il pratique chez 
tous ses patients, surtout chez ceux ayant 
dépassé la quarantaine, des examens fré- 
quents et systématiques. 


CONCLUSIONI 


A dispetto dei progressi compiuti in ogni 
campo della terapia del carcinoma bron- 
chiale, specialmente nel campo chirurgico, 
i risultati non possono ancora considerarsi 
soddisfacenti. 

E’ assolutamente necessario scoprire la 
lesione nei primi stadi, studiare il malato 
con completezza e rapidita e operarlo il 
pid presto possibile. Secondo Il’autore, le 
sue statistiche sono buone perché egli usa 
sottoporre ad. esami continui e sistematici 
i pazienti, specie se abbiano superato i 
quarant’anni d’eta. 


SCHLUSSFOLGERUNGEN 


Trotz der Fortschritte auf allen Gebie- 
ten der Behandlung des bronchogenen 
Karzinoms besonders in der Chirurgie 
sind noch keine idealen Erfolge erreicht 
worden, wenn auch die arztliche Kunst 
dem Ziele taglich naéher zu kommen 
scheint. ' 

Es ist unerlasslich, die Erkrankung in 
ihrem friihen Stadium zu_ entdecken, 
durch rasche, aber sorgfaltige Unter- 
suchung des Kranken unverziiglich die 
Initiative zu ergreifen und so friih wie 
méglich zu operieren. 

Der Verfasser glaubt, dass seine giin- 
stigen Statistiken darauf beruhen, dass er 
sich einer stindigen und systematischen 
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Untersuchung von Kranken, besonders 
solcher im Alter von itiber 40 Jahren, 


ALASCIO: BRONCHIAL CARCINOMA 


sao se aproxime déles. 
Torna-se imperativo descobrir a lesado 


widmet. nos primeiros estagios e agir imediata- 
mente, estudando-se o paciente minuciosa- 
mente mas com rapidez, e operar o mais 
breve possivel. 

A estatistica do autor é béa, em sua 
opiniao, porque éle faz exame continuo e 
sistematico dos pacientes, éspecialmente 


daqueles de mais de 40 anos. 


CONCLUSOES 


NAao obstante o progresso feito em qual- 
quer campo de terapia para o carcinoma 
bronquiogénico, especialmente no campo 
cirirgico, os resultados ideais ainda nao 
foram obtidos, embora dia a dia a profis- 


In 1894 Brown-Séquard made his final, though this time involuntary experiment, 
and with his own hand wrote out the notes of his observations, according to his 


precise and invariable custom. It was to be his last series of observations. A case of 


arterial disease of the brain. 


He suffered a ‘stroke’ due to the bleeding of an artery, and in a letter to one of 
his old colleagues in London, he described, with minute exactitude, his own symptoms, 
the loss of vision, the temporary failure of memory. As yet there was no paralysis, 
but this, he added grimly to his friend, was to be expected later. Now, at last, he 
had come to the end of his magnificent capital, his energy of mind and body. 


He lost his third wife and suffered once more from that insupportable loneliness 
which can be cured perhaps when a man is young and healthy, but to the aged is a 
sentence of death. Even his much publicized testicular extract failed to restore his 


strength. ‘I can no longer work; all is finished,’ he wrote. 


—Williams 
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Shock y Stress: Uso de la Hidrocortisona 


Intravenosa (Cortef ) en el [ratamiento 


del Shock Quirurgico. 


ALFONSO BONILLA-NAAR, M.D., F.A.C.S., F.I.C.S.* 
BOGOTA, COLOMBIA 


gicas agregamos a las alteraciones 

ya existentes una serie de modifica- 
ciones propias de la anestesia y la inter- 
venci6n, cuyo grado depende de la intensi- 
dad del trauma quirtrgico. Las reacciones 
organicas ante la cirurgia son explicables 
por el sindromo general de adaptacién 
(SGA) y su conocimiento es imperativo 
para el cirujano, ya que proporciona las 
bases generales del tratamiento del 
“shock,” que indudablemente es una de las 
complicaciones mas severas del acto 
quirtrgico. 

Las ideas originales de Claudio Bernard, 
que establecieron la estabilidad del medio 
interno como el objetivo de los fendmenos 
vitales, continuadas por Cannon! con la 
introduccién del concepto de homeostasis 
en Fisiologia, han sido coronadas brillan- 
temente por los estudios de Selye?:*}* que 
culminan con la teoria del “Stress” y del 
sindrom general de adaptaci6n. 


Cuando el organismo se ve sujeto a fac- 
tores que tienden a desviarle de su estado 
de homeostasis, ya sean traumatismos, re- 
acciones emotivas, tensién psicomotora, 


© 


[) cies a las intervenciones quirtr- 


*Profesor Agregado de Clinica Quirurgica de la Facultad 
Nacional de Medicina. Universidad Nacional, Bogota. Miem- 
bro Vitalicio de la A.N.G.E. 

El “Cortef” Intravenoso utilizado en este estudio fue pro- 
porcionado por el Departamento Medico de la Division Inter- 
— de The Upjohn Company, Kalamazoo, Michigan, 


El autor deja constancia de su agradecimientoal Dr. Jaime 
Tellez, por su eficaz colaboracion en estos ensayos. 


etc., sufre una serie de modificaciones en- 
caminadas a adaptarse a esta nueva situa- 
cién (Sindromo General de Adaptacién 
6 SGA), las cuales a veces pueden produ- 
cir en si manifestaciones atin mas severas 
que las originales, creando un verdadero 
estado patolégico que es conocido como 
“Stress.” 

Las tres etapas caracteristicas del SGA 
son: a) la reaccién de alarma, o ses la suma 
de todos los fenédmenos especificos provo- 
cados por una exposicién brusca a esti- 
mulos que afectan grandes extensiones del 
organismo (alarmégenos, Pascualini)® y 
que pueden provocar el estado de “shock” ; 
b) el estado de resistencia, durante el cual 
las reacciones generales de adaptacién 
actian tratando de contrarrestar los esti- 
mulos extrafios y c) el estado de agota- 
miento, que representa, como su nombre lo 
indica, el agotamiento de la capacidad 
organica para resistir. 

Los alarmégenos mas importantes son 
aquellos que obran sobre una porcién ex- 
tensa del organismo y pueden ser de varia- 
da naturaleza. Los mas comunes, los 
grandes traumatismos, entre los cuales las 
quemaduras son las mas importantes; el 
frio, las hemorragias, etc. Con las inter- 
venciones quirirgicas se pueden presentar 
ademas alarmégenos netamente quirtrgi- 
cos, como la atonia intestinal de la perito- 
nitis; la recuperacién funcional del intes- 
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tino después de la atonia, el reposo 
prolongado en cama, y muchos otros que 
pueden implicar disminucién del volumen 
sanguineo y trastornos vasomotores los 
que con frecuencia se suman a los men- 
cionados previamente en el paciente 
quirtrgico, siendo esta la razon por la cual 
el “shock” constituye una complicacién 
frecuente en cirugia, 

El estado de “shock” corresponde a una 
lesion generalizada intensa, de desarrollo 
agudo, caracterizada por depresién del 
sistema nervioso, hipotensién, hipotermia, 
hemoconcentraci6n, taquicardia, hipotonia 
muscular, trastornos de la permeabilidad 
capilar y celular, desintegracién tisular 
generalizada (impulso catabdélico), hipo- 
cloremia, hipokalemia, hiperglucemia efi- 
mera, seguida de hipoglucemia, leucopenia 
y erosiones gastrointestinales agudas (ul- 
ceras de Curling) ; a veces toma un curso 
“irreversible” pudiendo producir la muer- 
te. El Shock para Selye (L.c.) es una 
“necrobiosis” generalizada aguda. 


No corresponde a este trabajo realizar 
una exposicién de los diveros factores re- 
lacionados con la aparicién de un estado 
de “shock,” ni el discutir todas las medi- 
das terapéuticas aconsejables en estas cir- 
cunstancias, sino mas bien referirnos a 
uno de los fendmenos fisiopatol6égicos mas 
importantes que se relacionan con este 
cuadro y que en gran parte explican sus 
manifestaciones: el papel de la corteza 
suprarrenal en la patogenia del “shock.” 


De acuerdo con las ideas de Selye, la 
presencia de la hipdéfisis anterior es im- 
prescindible en la configuracién del SGA, 
lo cual esté basado en numerosos hechos 
experimentales. Cuando el “Stress” alcan- 
za el lébulo anterior de la hipéfisis, deter- 
mina el llamado desvio hormonal del 
“Stress,” que consiste en el aumento de la 
descarga de corticotropina (ACTH), el de 
la somatotropina (ST) y muy probable- 
mente el de la tirotropina (TT), con dis- 
minucién de las tres gonadotropinas. La 
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produccién de ACTH, sin embargo, puede 
modificarse por diversos factores, como la 
deficiencia proteinica, la de colina, la edad 
avanzada y otros. 

El] desvio hormonal del “Stress” reper- 
cute en la suprarrenal, la cual bajo la ac- 
cién del ACTH y la somatotropina produce 
una mayor cantidad de sus corticoesteroi- 
des que se encargan, en grado importante, 
de crear resistencia frente a la agresién 
del organismo. 

Son numerosas la hormonas elaboradas 
por la corteza suprarrenal, y han sido di- 
vididas en tres grupos: 1.—Glucocorticoi- 
des 0 corticoides antiflogisticos, cuyo efecto 
metabdélico se ejerce fundamentalmente 
sobre el metabolismo organico, aunque 
ejerce también un efecto moderada sobre 
el metabolismo del agua y electrolitos, de 
los cuales la Cortisona (Compuesto E) y 
la hidrocortisona (Compuesto F) son los 
ejemplos mas representativos. 2.—Miner- 
alocorticoides, o corticoides proflogisticos, 
cuyo efecto sobre el metabolismo mineral es 
mucho mas intenso que sobre el organico, 
como la desoxicorticosterona (DOCA) y la 
Aldosterona. 3.—Corticoides sexuales, 
fundamentalmente androgénicos. La pre- 
sencia de estos esteroides corticoadrenales, 
junto con la somatotropina, aseguran la 
defensa y resistencia del organismo. 


Estudios en animales de experimenta- 
cién, como los realizados por Goldstein y 
colaboradores,® Fritz y Levine’ y otros, 
han confirmado el papel de la corteza 
suprarrenal en el “Shock” y sefialan su 
presencia como necesaria para que se ob- 
tenga una respuesta adecuada a los vaso- 
constrictores, ya que animales adrenalec- 
tomizados no responden con la misma 
intensidad que animales intactos, cuando 
reciben infusiones de noradrenalina. 


De acuerdo a lo anterior, se puede apre- 
ciar la importancia de tener presente la 
fisiologia de la corteza suprarrenal du- 
rante las intervenciones quirltrgicas, no 
sélo pensando en la posibilidad de encon- 
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trarnos ante un paciente con funci6n 
suprarrenal deficiente, sino considerando 
también que atin las suprarrenales nor- 
males dependen para su funcién ultima de 
una distribucién adecuada de sus produc- 
tos hormonales en todos los tejidos, la cual 
no puede obtenerse si hay alguna inter- 
ferencia con la circulacién normal. 
Inicialmente se consideré aconsejable el 
administrar esteroides corticoadrenales a 
los pacientes quirirgicos que previamente 
habian estado sujetos a terapia sistema- 
tica con cortisona o hidrocortisona, con el 
objeto de compensar la funcién deficiente 
de las suprarrenales atrofiadas por la ad- 
ministracién exégena de esas hormonas 
(insuficiencia suprarrenal iatrogénica), 
para protegerlos del “Stress” propio de la 
intervenci6n® * 2° 9 para contrarrestar la 
insuficiencia suprarrenal postoperatoria, 
observada por algunos cirujanos."! Esta 
medida parecié imperativa, en vista de que 
informaron algunos casos de pacientes que 
encontrandose en terapia de esteroides 
fueron operados, sin reforzar la dosis, 
desarrollando “shock” irreversible y 
muerte ;!*: 15 Simmons" refiriéndose a esta 
eventualidad, afirma que los individuos 
que se encuentran sujetos a terapia siste- 
matica con cortisona o hidrocortisona, 
pueden tolerar la cirugia si se aumenta la 
dosis diaria 2 6 3 dias antes de la inter- 
vencién, y se administra hidrocortisona 
intravenosa durante el acto quirtrgico 
mismo. En la actualidad existe un criterio 
mas general sobre el uso de la hidrocorti- 
sona intravenosa durante el acto quirtr- 
gico, pués se ha demostrado que hasta la 
intervenci6n quirtrgica mas insignificante 
aumenta en grado importante la secrecién 
de hormonas corticosuprarrenales, lo 
cual indica, claramente, que el organismo 
se encuentra sujeto a un cierto grado de 
“Stress.” En diversas manifestaciones de 
“shock,” la administracién intravenosa de 
hidrocortisona se ha encontrado suma- 
mente eficaz, como en los casos de Lundy,?® 
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Abbott y colaboradores'’ y Rukes y colabo- 
radores.'® Los esteroides cortisosuprar- 
renales aumentan la capacidad defensiva 
del organismo ante el “Stress” inespeci- 
fico’® y algunos consideran que su uso en 
cirugia debe ser tan rutinario como los 
antibiéticos, en pacientes con peritonitis y 
otros cuadros quirtrgicos caracterizados 
por una intensa respuesta inflamatoria y 
extrema toxidad sistémica;?! Howland y 
colaboradores2? consideran que la hidro- 
cortisona intravenosa es el tratamiento 
lé6gico cuando aparecen signos de hipofun- 
cién corticoadrenal durante las interven- 
ciones quirtrgicas. Estos investigadores 
informan siete casos que presentaron al- 
guna forma de insuficiencia de la corteza 
suprarrenal durante el acto quirurgico o 
el periodo postoperatorio inmediato, y que 
respondieron favorablemente a esta tera- 
pia. Los signos de insuficiencia cortico- 
adrenal ordinariamente encontrados fue- 
ron: una hipotensié6é6n persistente, que no 
responde a la trasfusién de sangre, ni a la 
administracién de vasoconstrictores, la 
cual se acompajia de depresién respirato- 
ria y prolongacién de los efectos de la 
anestesia. Vistas estas relaciones tan es- 
trechas y particularmente en cirurgia de 
la Tuberculosis Pulmonar (Mejia-Diaz 
Granados) 78 se impone la prueba de Thorn 
sistematica en todo caso de cirugia mayor. 

La hidrocortisona es el esteroide pre- 
dominantemente producido por la corteza 
suprarrenal y se calcula que se produce en 
cantidades de 20 mg. al dia en el individuo 
normal] (Altrock y Bondy) .** Sin embargo, 
en periodos de “Stress” agudo, el requeri- 
miento de hidrocortisona puede ser diez o 
mas veces mayor y si el mecanismo hipo- 
fisis-suprarrenal es incapaz de adaptarse, 
se produce una caida de la presién arterial, 
taquiesfigmia, hemoconcentracién, coma y 
frecuentemente la muerte. La racionali- 
dad de administrar hidrocortisona exégena 
para compensar esta insuficiencia es, por 
lo tanto, obvia. 
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Nosotros hemos tratado con hidrocor- 
tisona intravenosa (Cortef) veinte casos 
de “shock” quirtrgico, utilizando este 
esteroide como tinica medida terapéutica 
contra el mismo, o en pacientes en que 
otras medidas convencionales habian dado 
un resultado pobre o nulo, considerandose 
el “shock irreversible” en muchos casos. 
Igualmente como preventivo del “Shock” 
en pacientes tratados largos periodos con 
cortisona y Meticorten (Prednisone) 
hasta por cinco afios uno de ellos (Obser- 
vaci6n No. 21), o en aquellos sometidos a 
graves exeresis (No. 22). 


Nuestra casuistica es la siguiente 
(Junio a Diciembre de 1955) : 


Caso 1.—T. C., 21 afios, mujer. Faringogas- 
trostomia extrapleural (Robertson - Serjeant) 
por estenosis esofagica cicatricial. Empieza 
la operacién con TA 90/60, pulso 84. A las 
dos horas se presenta estado de “shock’’ per- 
diéndose la percepcién de la TA y haciendose 
incontable el pulso. A los 15 minutos de ad- 
ministrar 100 Mg. de “Cortef” intravenoso, 
en 500 c.c. de dextrosa al 5%m la TA sube a 
40/20, abandonando la sala 45 minutos des- 
pués con TA de 80/60 y pule de 90. En.el 
curso postoperatorio se administraron 100 Mg. 
de “Cortef” intravenoso y Cortisona intramus- 
cular, durante las primeras 72 horas; la TA 
oscila entre 80 y 120 de maxima y 50-70 de 
minima. Un segundo estado de “shock” apa- 
rece sibitamente al cuarto dia postoperatorio, 
con una TA de 30/0 y 160 de pulso. Este 
cuadro cede a la administracién de 100 Mg. 
de “Cortef” intravenoso y 20 Unidades de 
ACTH. La evolucién es satisfactoria, cicatri- 
zaci6n normal. (Caso del autor, Hospital San 
Juan de Dios.) 


Caso 2.—E. M., 25 afios, mujer. Artrodesis 
de la columna dorso lumbar por osteitis tuber- 
culosa. Inicia operacién con TA de 100/60 y 
84 de pulso. A las tres horas se presenta 
“shock,” haciéndose inaudible la Ta y perdién- 
dose el pulso. Se administran 100 Mg. de 
“Cortef” intravenoso y a las dos horas se ha 
recuperado la TA que ahora es de 100/60 y el 
pulso es de 110. Evolucién favorable. (Caso 
del Dr. Efrain Rueda Argiiello, Hospital de 
San Juan de Dios.) 


Caso 3.—H. M..R., 26 ajios, mujer. His- 
terolinfoadenectomia. Al ingresar a la sala 
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Fig. 1—Efectos de la hidrocortisona intravenosa 
en el caso No. 2. 
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Fig. 2.—Efectos de la hidrocortisona intravenosa 
en el caso No. 5. 


de cirugia la TA es de 100/60 y el pulso es 
de 70. En el transcurso de la operacién desar- 
rolla “shock” (TA CERO) que se controla con 
100 Mg. de “Cortef” intravenoso; 1000 c.c. de 
sangre y 500 c.c. de dextrosa al 5%. Al con- 
cluirse la intervencién la TA es de 80/50. Evo- 
lucién favorable. (Caso del Dr. Guillermo Lé- 
pez Escobar, Hospital de San Juan de Dios.) 


Caso 4,.—H. G., 39 afios, hombre, Gastrec- 
tomia total via abdominal por carcinoma gas- 
trico. En la sala desarrolla hipotensién (maxi- 
ma 4) que se controla con 100 Mg. de “Cortef” 
intravenoso y transfusién de sangre total. 
Evolucién favorable. (Caso del Dr. Alvaro 
Caro Mendoza, Hospital de San Juan de Dios.) 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Caso 5.—T. G., 32 afios, mujer. “Shock” 
traumatico de media hora de duracién. TA 
40/20 pulso 120., con probable fractura de fé- 
mur y pelvis. 

A pesar de la administracién de 1.500 c.c. 
de sangre, cortisona intramuscular, desoxicor- 
ticosterona y oxigeno, la TA disminuye atin 
mas haciéndose inaudible y el pulso aumenta 
a 140, ha ciéndose filiforme, persistiendo este 
cuadro después de una segunda transfusién 
de 500 c.c. de sangre. 

En vista de la severidad del caso se adminis- 
tran 100 Mg. de “Cortef” intravenoso a través 
de cateterizaci6n yugular, y media hora des- 
pués, la TA ha subido a 50/30 pasando a ciru- 
gia con diagnéstico de ruptura vesical: lapara- 
tomia y sutura de la vejiga. Hora y media 
después sale de la sala de operaciones con TA 
de 80/60 y pulso de 120. El postoperatorio 
evoluciona favorablemente. (Caso del Dr. Luis 
Quintero, Hospital de San Juan de Dios.) 

Caso 6.—M. T. E., 26 afios, mujer. Inter- 
venida por otro colega hacia ocho dias por 
oclusién intestinal, consecuencia inmediata de 
la extirpaci6n de un fibroma uterino. En esta- 
do franco de peritonitis le realizamos una re- 
seccion intestinal, por oclusién intestinal. Pre- 
senta bajas tensionales en la operacién (4-5 
Max.), las cuales ceden a la administracién de 
100 Mg. de “Cortef” intravenoso en 500 c.c. de 
dextrosa al 5% y 500 c.c. de sangre. En el 
postoperatorio se aplicaron otros 100 Mg. de 
“Cortef,” Es intervenida nuevamente (cuarta 
vez) por cuatro fistulas del yeyuno, en pési- 
mas condiciones generales (Evolucién de 20 
dias). Al terminar la intervencién (nueva re- 
seccion intestinal) presenta, a pesar de 100 
Mg. de “Cortef” previos, TA imperceptible y 
pulso incontable. La aplicacién de 100 Mg. de 
“Cortef” intravenoso produce la ascensién 
lenta de la TA la cual aicanza 80 de maxima 
por 60 de minima y se sostiene con cortisona 
intramuscular y ACHT al final. Evoluci6n sa- 
tisfactoria. Se le aplicaron en un mes 400 Mg. 
de Hidrocortisona y fue dada de alta con acep- 
table cicatrizacion de las heridas. (Caso del 
autor, Clinicas Marly y Camero.) 

Caso 7.—M. A., 83 afios, mujer. Toracoto- 
mia y sutura esofagica por perforaci6n instru- 
mental del esoéfago. Al abondonar la sala de 
operaciones una TA de 120/80, baja a 40/ 
20, a las seis horas. A las 28 horas, al sus- 
penderse el Levophed hay caida immediate con 
maxima de 20 y pulso de 120. La aplicacién 
de 100 Mg. de “Cortef” intravenoso elevaron 
la TA a 140/80 consiguiéndose una evolucién 
satisfactoria. (Caso del Dr. Carlos E. Cama- 
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cho, Hospital San José.) 

Caso 8.—J. V. L., 32 afios, hombre. Lapara- 
tomia para exploracién de vias biliares con 
hepaticoyeyunostomia por fistula biliar. In- 
gresa a la sala de operacién con una TA de 
90/60 y 80 de pulso. Durante la operacién se 
presenta “shock” que es controlado con 100 
Mg. de “Cortef” intravenoso y transfusidén. 
Catorce dias después se practica nueva inter- 
vencién en cuyo curso se administran 100 Mg. 
de “Cortef” intravenoso. La TA al comienzo 
es de 110/60 y el pulso 120; al terminar, 3 
horas y media después, la TA es 70/30 y el 
pulso 120. Diéz dias después de la segunda 
intervencién el paciente fallece. (Caso del Dr. 
J. A., Hospital de San Juan de Dios.) 

Caso 9.—C. G., 42 afios, mujer. Coledocoto- 
mia por litiasis residual del colédoco. Al inici- 
arse la intervencién la TO es de 120/70 y el 
pulso de 80. Media hora después la maxima 
es de 70 y se administra efedrine intramus- 
cular lograndose un ascenso transitorio de la 
maxima con caida posterior a 60. La transfu- 
sién de 1.000 c.c. de sangre no eleva la tensién, 
por lo cual se recurre a Levophed que sostiene 
la tensién alta durante su administraci6n, pero 
cae al suspenderse. Al concluirse la interven- 
cién la maxima es de 60 y se aplican 100 Mg. 
de “Cortef” intravenoso que la eleva a 110 en 
forma permanente. La evolucién es satisfac- 
toria. (Caso del Dr. Hernando Anzola Cubides, 
Hospital San Juan de Dios.) 

Caso 10.—A. G., 32 afios, hombre. En el 
curso postoperatorio de una colecistectomia, se 
presenta “shock” con depresién orgdanica 
general. 

El pulso es filiforme e hipotensi6n constante 
con cifras variables. 

(7, 6 Max.) El paciente reacciona notoria 
y rapidamente a la administracién de 100 Mg. 
de “Cortef” intravenoso, a intervalos de 12 
horas, (200 Mgs.) La evolucién fué satisfac- 
toria. (Caso del Autor, Clinica Marly.) 

Caso 11.—A. B., 24 afios, mujer. En el curso 
postoperatorio de una Neumonectomia por 
T.B.C., se presenta considerable hipotensién 
con TA de O. La TA normal se recuper6é con 
la administracién de 100 Mg. de “Cortef” in- 
travenoso en 500 c.c. de dextrosa al 5% y 1 
c.c. de Levophed. 

La evolucién tensional fué satisfactoria. 
Hubo diseminacién o reactivacién de la Tu- 
berculosis en el otro pulmén y pericarditis, de 
lo cual se recuperé6. (Caso del Autor, Hospital 
Santa Clara.) 

Caso 12.—G. A., 20 afios, mujer. En una 
segunda intervencién practicada 90 después 
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de una neumonectomia por T.B.C., por forma- 
cién de una fistula bronquial, se presenté con- 
siderable hipotensién cifras de 60/40. La 
administracién de 100 Mg. de “Cortef” intra- 
venoso en 500 c.c. de solucién de glucosa al 
5% en venoclisis, y de sangre, produjeron li- 
gera recuperacién de la TA, pero la paciente 
abandon6 la sala de operaciones con cifras ten- 
sionales muy bajas. Una segunda administra- 
cién de 100 Mg. de “Cortef” intravenoso en 
500 c.c. de dextrosa al 5% con una ampolleta 
de Wifentermina, volvieron a valores fisiolégi- 
cos la TA. La evolucién fué satisfactoria. 
(Caso del Dr. José Pablo Leyva, Hospital 
Santa Clara.) 


Caso 13.—C. R., 50 afios, hombre. Coledo- 
cotomia para extirpacién de calculos intracole- 
docianos. Durante las diez primeras horas del 
curso postoperatorio la TA es normal, pero 
luégo baja hasta aleanzar 85/60. 

La administracién de 100 Mg. de “Cortef” 
intravenoso en 500 c.c. de dextrosa al 5% 
estabiliza la TA en 100/70. (Caso del Autor, 
Clinica de Marly.) 


Caso 14.—A. E. U., 26 ajios, mujer. Resec- 
cién intestinal por secuela célica en el trata- 
miento quirtrgico de fistula rectovaginal. Tres 
horas después de abandonar la sala de opera- 
ciones con TA de 80/60 se presenta un cuadro 
de “shock” sin pulso ni TA, el cual se trata 
como medida de urgencia con 20 Unidades de 
ACTH en 500 c.c. de dextrosa al 5%. Tres 
horas después el cuadro de “Shock” continta 
y se aplica Levophed, produciéndose un ascen- 
so de la TA, el cual es transitorio, pués la TA 
desciende de nuevo a 40/10. Se administran 
entonces 100 Mg. de “Cortef” intravenoso, en 
500 c.c. de dextrosa al 5% y el cuadro mejora 
lentamente llegando la TA estabilizada en 90/ 
60, cediendo finalmente el cuadro de “shock.” 
(Caso del Dr. Alfonso Linares, Hospital de 
San Juan de Dios.) 


Caso 15.—L. B., 56 afios, hombre. Colecto- 
mia subtotal y anastomosis término lateral 
jleo-colénica por adenocarcinoma del colon. 
Seis horas después de salir de la sala de opera- 
ciones en estado satisfactorio, se produce una 
caida de la TA a 60/40, con pulso de 120, sudor 
y palidéz. 

Se administran 100 Mg. de “Cortef” intra- 
venoso en 500 c.c. de dextrosa al 5% y lenta- 
mente la TA sube hasta 90/60, sosteniéndose 
hasta el otro dia que sube a 100/60. El curso 
postoperatorio fué favorable. (Caso del Dr. 
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Alfonso Linares, Hospital de San Juan de 
Dios.) 

Caso 16.—T. P., 28 afios, hombre. Resec- 
cién intestinal para correccién de fistula 
estercordcea de origen tuberculoso. Al ter- 
minar la intervencién hay una TA de 100/80 
y pulso de 70. Poco después se aprecia des- 
censo paulatino de la TA que llega a 50/20, 
10 horas después, apr6éximadamente, con signos 
de colapso periférico y pulso de 120. Poco 
después hay un franco cuadro de “shock,” que 
persiste inalterado al dia siguiente a pesar de 
la administracién intramuscular de ACTH 
cada dos horas, en vista de la dificil adminis- 
tracién intravenosa por colapso en las 
venas. Se logra, finalmente, administrar “Cor- 
tef” intravenoso en infusién que se pasa “en 
chorro,” obteniéndose respuesta favorable a 
los 5 minutos, con ascenso de la TA que al- 
canza 120/80; se reduce la velocidad de la ve- 
noclisis a 20 gotas por minuto y se estabiliza 
la TA a 110/70; el pulso es de 80. Se produce 
una evoluci6n lenta, con cifras tensionales va- 
riables, pero sin hipotensién y finalmente se 
obtiene la estabilizacién. (Caso del Dr. Alfonso 
Linares, Hospital de San Juan de Dios.) 

Caso 17.—F. A., 28 afios, hombre. Cranec- 
tomia parieto-occipital por tuberculoma cere- 
bral, con extirpacién del mismo. Después de 
una intervencién de 3 horas de duracién, que 
se desarroll6é dentro de la mayor normalidad, 
al procederse a suturar la piel, el enfermo en- 
tra en estado de “shock,” con frecuencia car- 
diaca incontable administrandose 1.000 c.c. de 
sangre y 500 c.c. de suero dextrosado, con 
Levophed y Pronestil, sin ningtin resultado 
aparente. Tres horas después se administran 
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Fig. 3.—Efectos de la hidrocortisona intravenosa 
en el caso No. 8. 
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100 Mg. de “Cortef” intravenoso, en 500 c.c. 
de suero dextrosado, gota a gota, con lo cual 
el paciente sale del “shock” en 15 minutos. 
Tres horas después el paciente se encuentra 
en estado de semiconciencia, con TA de 120/ 
80 y 120 de pulso. (Caso del Dr. Fernando 
Rosas, Hospital de San Juan de Dios.) 


Caso 18.—C. F. L., 50 afios, hombre. Hemi- 
laminectomia con extirpacién del ntcleo pul- 
poso. Después de una intervencién bien tole- 
rada, al comienzo del curso postoperatorio, se 
presenta hipotensién de 60/40 sin taquicardia. 
La aplicacién de 500 c.c. de sangre, asi como 
de Wifentermina y Neosinefrina no modifi- 
earon la TA. Se aplica entonces “Cortef” in- 
travenoso 100 Mg. en venoclisis con 500 c.c. 
de dextrosa al 5%, y se observa un ascenso de 
la TA desde el momento que se inicia la veno- 
clisis, Ileg4ndose a 110/80 a los 15 minutos. 
Se aplicé cortisona intramuscular durante los 
dos dias siguientes y se observé una evolucién 
favorable. (Caso del Dr. Alejandro Jiménez 
Arango, Clinica de Marly.) 

Caso 19.—T. R., 34 afios, mujer. Bilobecto- 
mia por absceso pttrido pulmonar, no tuber- 
culoso. En el curso de la intervencién se pre- 
sent6 una hipotensiédn de 80/60, haciéndose 
transfusiones y administrandose 100 Mg. de 
“Cortef” intravenoso. Después de la opera- 
cién aparece de nuevo hipotensién de 60/40, 
que se corrige transitoriamente con Levophed. 
Una segunda administracién de “Cortef” in- 
travenoso controlé la TA en cifras normales. 


Se inicié la aplicacién de cortisona intra- 
muscular y se obtuvo evolucién satisfactoria. 
(Caso del Autor, Hospital Santa Clara.) 


Caso 20.—S. A., 28 afios, hombre. “Shock” 
traumatico por traumatismo y amputacién de 
pierna. Ingresa a la sala de cirurgia con TA 
de 80/50 y pulso de 130. A los veinte minutos 
se presenta estado de “shock,” por lo cual se 
administra Neosinefrina en solucién de dex- 
trosa y 2 c.c. de Levophed, elevandose la TA 
a 50/30, tensién que se conserva todavia 14 
horas después, cuando se administran 100 Mg. 
de “Cortef” intravenoso en 500 c.c. de solucién 
de dextrosa, subiendo la TA a 140/80; una 
hora después la TA desciende a 100/60 estabi- 
lizandose en esas cifras. Al cuarto dia el pa- 
ciente fallece por infarto pulmonar comprobado 
en la autopsia. (Caso del Dr. Rafael Pardo C., 
Hospital San José.) 


Caso 21.—E. de C., 56 afios, mujer. Ulcera 
gastrica perforada al pancreas en el quinto 
ano de tratamiento de un reumatismo crénico 
deformante, con Cortisona y Meticorten 
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(Prednisona). Ante el temor de un “shock” 
irreversible!2-13 se le aplicaron 300 Mg. de cor- 
tisona intramuscular, los tres dias anteriores a 
la intervencién, y el dia mismo, ante de la 
laparotomia, 100 Mg. de “Cortef.” Fué esto 
suficiente para obtener en una laboriosa gas- 
trectomia, amplia, niveles tensionales normales 
(11-12 de maxima). 


A las 24 horas, por descenso de la maxima, 
a 9, se aplicaron 100 Mg. mas de “Cortef.” 
Postoperatorio y cicatrizacién normales. (Caso 
del Autor, Clinica Marly.) 

CAsoO 22.—Nifio D. P. L., de 55 dias de na 
cido. Para prevenir “shock” quirtrgico (atre- 
sia total de canales biliares, intra y extrahe- 
paticos, para lo cual se hizo un largo “tunel” 
dentro del lébulo derecho del higado y se en- 
chuf6 un asa yeyunal, restableciendo el tran- 
sito con un Roux latero-lateral) se aplicaron 
en la operacién, de 3% horas, 40 Mg. de “Cor- 
tef” con buenos resultados. A los 45 dias de 
operado habia, atin, transito biliar normal al 
intestino, hipertrofia hepatica, y la Bilirrubi- 
nemia, de 17 mgs. inicial, baj6 a 5 mgrs. Es- 
tado general del nifio, bueno. 


RESULTADOS: RESUMEN 


De los 20 casos tratados de “Shock” 
algunos irreversibles, con “Cortef” intra- 
venoso incluidos en este estudio, se obtuvo 
la recuperacién total en todos (100%) 
tanto cuando se utilizé “Cortef” como 
unica o principal medida antishock (11 
casos) como cuando se aplicé después de 
que otras medidas ordinariamente utiliza- 
das, fallaron (5 casos) o sélo proporcio- 
naron un efecto temporal (4 pacientes). 

Es interesante anotar que en los pacien- 
tes a los cuales se administraron vasocons- 
trictores, tales como Levoarterenol o 
Efedrina, la respuesta obtenida fué ade- 
cuada, pero transitoria, a lo cual parece 
confirmar el criterio de que los esteroides 
corticoadrenales preservan o potencializan 
la sensibilidad del lecho vascular terminal 
a los agentes vasoconstrictores.7-18 

La respuesta obtenida en algunos pa- 
cientes puede calificarse de dramatica, 
como en los casos 2 y 5 (Figs. 1 and 2) en 
los cuales las cifras tensionales habian 
caido al grado de hacerse inaudibles, mien- 
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tras que el pulso habia aumentado au fre- 
cuencia ye se hacia incontable. En estos 
casos la recuperacién se obtuvo en un 
lapso relativamente corto, ya que no ex- 
cedio de 2 a 3 horas y en el se gundo de 
ellos, la administracién de sangre, DOCA, 
cortisons intramuscular y oxigeno, habia 
sido ineficaz. En otros pacientes, como el 
No. 8 (Fig. 3), la respuesta no fué tan 
impresionante, pués eran de menor inten- 
sidad, mds fué siempre segura y rapida, 
recuperaadose las cifras tensionales hasta 
en un tiempo de 15 minutos después de la 
aplicacién endovenosa de 100 Mg. de “Cor- 
tef.”” Aunque hubo dos defunciones en 
este grupo de 22 pacientes (casos 8 y 20) 
éstas se produjeron muchos dias después 
de que el estado de “shock” desapareciera, 
y fueron debidas a causas completamente 
ajenas al mismo. 

Es interesante anotar que en tres casos 
de tuberculosis sdlo hubo una disemina- 
cion o reactivacién. Aunque se ha reco- 
mendado o sugerido el uso de la Cortisona 
como adyuvante de los tres antibidéticos en 
el tratamiento de la tuberculosis y se ha 
considerado a la enfermedad pulmonar, 
como respiratoria de Adaptaci6én 
(SGA) 25 26. 27,28 debe estar el cirujano 
alerta a la agravacién del proceso tuber- 
culoso pulmonar 0 a la diseminacién de un 
foco no pulmonar.”® 

En ninguno de los 22 casos hubo proble- 
mas de cicatrizacion y las edades extremas 
fueron, 55 dias y 83 anos. 


SUMMARY 


Shock, in some instances irreversible, 
was treated in 22 cases with intravenous 
hydrocortisone. Complete recovery was 
obtained in 100 per cent of the cases when 
the administration of this compound was 
the only or major antishock measure (11 
cases) or when it was administered after 
all the standard measures used had failed 
(5 cases) or had given a temporary effect 
only (4 cases). 
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It is interesting to point out that in 
those patients who were given vasocon- 
strictors, such as levoarterenol or epineph- 
rine, the response was good but tempo- 
rary—which confirms the theory that 
adrenal corticosteroids preserve or poten- 
tiate the sensitivity of the peripheral cap- 
illary bed to vasoconstrictors, The re- 
sponse of some patients can be qualified as 
dramatic, as in Cases 2 and 5 (Figs. 1 
and 2) in which the blood pressure had 
fallen and was not perceptible, while the 
pulse rate had increased in frequency, 
becoming impossible to count. In these 
cases recovery was achieved in a relatively 
short time but did not exceed two to three 
hours, and in the latter administration of 
blood, desoxicorticosterone, intramuscular 
cortisone and oxygen had proved useless. 
In other instances, patients, as in Case 8 
(Fig. 3) the response was not so impres- 
sive, since they were less severe—but it 
was always fast and accurate; the normal 
arterial tension recuperated only fifteen 
minutes after the intravenous administra- 
tion of 100 mg. of Cortef. 

Although in this group of 22 patients 
there were 2 who died (Cases 8 and 20) 
this happened several days after the shock 
had disappeared, and death was due to 
causes completely unrelated to it. 

It is interesting to point out that, of the 
3 tuberculous patients, dissemination or 
reactivation was observed in only 1. 

Although the use of cortisone has been 
recommended as an adjunct to the three 
antibiotics for the treatment of tubercu- 
losis and pulmonary disease, considered 
as a form of adaptation (general adapta- 
tion syndrome), it is of the utmost impor- 
tance that the surgeon be on the alert for 
any sign of reactivation or any dissem- 
ination of a nonpulmonary lesion. 

In none of the 22 cases was there any 
problem of healing. The ages of the pa- 
tients ranged from 55 days to 83 years. 
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by Chirurgeon Allen, and Henry Axtall his servant. 


—Willian Wadd, circa 1827 
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Rehabilitation of the Amputee 


tation. That is what he means by the 

word “cure.” By that term he means 
the relief of symptoms, the restoration of 
function and the return of the patient to 
his job, to his family, and to the commu- 
nity as a normal person. 

In the case of appendicitis, simple frac- 
ture or pneumonia, the doctor can achieve 
this end result with his own bare hands. 
When a person has lost a leg by amputa- 
tion, suffered injury to the spinal cord, 
with paraplegia, or to the brain, with hem- 
iplegia, however, the doctor needs not only 
his two hands but other hands as well. Un- 
less the doctor’s efforts are supplemented 
by the work of paramedical personnel, 
such a patient will be left permanently dis- 
abled, a burden to the family and commu- 
nity, and unable to assume his rightful 
place in society. 

It is the duty of doctors and professional 
persons to act as rehabilitation officers; 
that is to say, their obligation is to reset- 
tle these persons in society. They may be 
temporarily or permanently displaced per- 
sons, but they can take their rightful place 
if we understand and carry out the philos- 
ophy of rehabilitation. 

The concept of rehabilitation is based 
on the patient not as an amputee, or a 
paraplegic, or a compound fracture, but as 
a whole person. The patient is a farmer; 
he may have had two years of high 
school; he is married and has two chil- 
dren; he has hopes and aims and aspira- 


Pitic doctor is interested in rehabili- 


Read at a Regional Meeting of the United States Section, 
International College of Surgeons, York Harbor, Maine, July 
1, 1956. 


tions; he has also a great safety factor. 
Whatever his disability may be, he is still 
left with a large reservoir of functions and 
structures that he can utilize in an inte- 
grated way to reassume his normal social 
obligations. The average human being is 
like an iceberg; only 20 per cent of his 
functions are revealed above the surface. 
Eighty per cent of his traits, qualities and 
potentialities lie hidden below the surface. 
The magic of rehabilitation lies not in the 
technical things doctors do to the patient 
that permit him to assume independent 
action, but his own ability to evoke all 
these hidden resources. This means that 
the rehabilitation process is not only phys- 
ical but spiritual, mental and emotional. 

Perhaps both the technic and the philos- 
ophy of rehabilitation can be illustrated by 
using the amputee as an example. For- 
merly the doctor considered his obligation 
fulfilled when he had amputated a patient’s 
leg. Too frequently the patient had noth- 
ing to look forward to but philosophy. The 
rehabilitation concept regards his cure as 
a fivefold program. 

It begins with psychologic preparation. 
Not only is an amputation a surgical 
shock, but it is accompanied by a sense of 
deep grief or mourning. There is loss of 
the body image. The sense of deep grief 
and sorrow is similar to that experienced 
in the loss of a loved one. In addition to 
this sense of shock, there are a host of 
apprehensions, and qualms and anxieties. 
“What is going to happen to me? Will I 
ever be able to walk again? Will I ever be 
able to work again?” It is the doctor’s re- 
sponsibility to answer these questions— 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


not by a pat on the back but by a construc- 
tive course of orientation and psychologic 
preparation. This means not only showing 
the patient photographs and motion pic- 
tures of other amputees but bringing him 
into contact with them, so that they can 
tell their own life story. The bond between 
two handicapped persons is stronger than 
that between the doctor and the patient. 

The second step in the rehabilitation 
program is the surgical treatment itself. 
As the result of war experience it has been 
learned that the large number of varia- 
tions in operative procedure are unneces- 
sary; six or more basic procedures are 
adequate in the majority of cases. 

The third step in the program is the 
care of the stump. The amputation stump 
is a pathologic organ. It has to be shrunk; 
contractures must be prevented; contrac- 
tures when they occur must be corrected. 
The average patient with a double ampu- 
tation above the knee will have great diffi- 


culty in adjusting himself to wearing the 
prostheses unless he has good abdominal 
muscles with which he can learn to balance 
himself. 


The fourth step in the program is con- 
cerned with the prosthetic appliance. Con- 
siderable research and experience, devel- 
oped out of the last war, has produced 
many technical advances in the develop- 
ment of prostheses, but the fundamental 
principles are the same. No matter what 
kind of materials the artificial limb is 
made of, the important thing is the fit. It 
can be made out of diamonds and rubies, 
but if it does not fit it is no good. Fit comes 
first ; then comes the design, the alignment, 
the materials and the weight. 

The fifth and final step in the program 
is concerned with the training of the pa- 
tient in the use of the prosthesis. It is 
just as impractical to expect a man to buy 
a violin and immediately go out and play 
Bach and Beethoven as it is to put an arti- 
ficial leg on a man and ask him to walk 
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immediately. The first step in the training 
program is training him to balance him- 
self, because walking is nothing more than 
losing balance and regaining balance. 
After intensive exercises in this~field the 
patient is taught to walk. 

Thus, there are five steps in the reha- 
bilitation process. By means of such a 
technical procedure on the basis of such a 
philosophic attitude, the future and the 
hopes of amputees can be changed from 
futility to productivity and independence. 

I have referred to the physical and clin- 
ical aspects of the rehabilitation treatment, 
but this is only one phase of the total pro- 
gram—the phase of physical restoration. 
The second phase is the vocational guid- 
ance and training of the patient. 

Regardless of the nature of their disa- 
bilities, 20 per cent of all persons can be 
returned to their former employment; 20 
per cent cannot be returned to their for- 
mer employment but can be retrained in 
similar or allied employment; 20 per cent 
may not be able to do competitive work 
but can work under sheltered conditions; 
20 per cent may find it difficult to work 
even under sheltered conditions but can be 
trained to take care of their personal needs 
and to carry out the routine pursuits of 
life and the activities of living. For only 
20 per cent, the severely disabled, must 
defeat be accepted. Of 100 patients, there- 
fore, regardless of their disabilities, 80 
per cent of them can be restored to some 
degree of function and usefulness. 

The philosopher Paulsen said that the 
object of all help is to make help super- 
fluous. This is the ideal that has pointed 
the way to surgeons. It is an ideal that 
can be realized only when surgeons assume 
a fierce belief in their individual respon- 
sibility for what happens to their fellow 
men. 

HENRY H, KESSLER, M.D., 
F.A.C.S., F.LC.S., D.A.B. 
Newark, New Jersey 
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Mild Coarctation of the Aorta with Normal 
Blood Pressure. Sandifer, S. H., Am. Heart 
J. 51:761-766, 1956. 


The author reports 6 cases in which normal 
blood pressure in the arm was associated with 
coarctation of the aorta. 

The latter condition, he states, should be 
suspected when there is a murmur at the level 
of the second to the fourth intercostal space, 
(especially when auscultation indicates it most 
strongly in the back) even though the blood 
pressure is normal. If the femoral pulses are 
reduced, either to palpation or by actual 
measurement, the possibility of coarctation of 
the aorta is increased. Therapy for the mild 
condition in such cases should be based on the 
individual patient. In the author’s opinion, 
surgical intervention is not necessary on the 
sole basis of the diagnosis. 

In 42 per cent of the cases one encounters 
subacute bacterial endocarditis engrafted upon 
a bicuspid aortic valve. This represents a possi- 
ble danger, as does bacterial endocarditis near 
the site of coarctation. Surgical treatment is 
still not necessarily indicated, although an 
accurate diagnosis is decidely more important 
even if the condition is mild. In the author’s 
opinion, antibiotics should be administered be- 
fore dental procedures and comparable surgical 
measures as prophylaxis against endocarditis 
and endarteritis. 


Correlation of Gross Gastroscopic Findings 
with Gastroscopic Biopsy in Gastritis. Atkins, 
L, and Benedict, E. B., New England J. Med. 
254:641-644, 1956. 


To correlate the gastroscopic and the micro- 
scopic appearance of gastritis, the authors 
made a study of 239 biopsy specimens, dis- 
covering that, of stomachs with a normal gas- 
troscopic picture, 13 per cent may reveal 
significant gastritis under microscopic examin- 
ation. 

Chronic hypertrophic gastritis, as diagnosed 
gastroscopically, is associated with a verrucose 
appearance of the gastric mucosa, but in most 
cases the histologic picture is within normal 
limits. This would indicate that the verrucose 
gastric mucosa is probably a variant of the 
norm and that the term “hypertrophic gas- 


tritis’” should be abandoned. Increased red- 
dening of the mucosa, with edema and adherent 
secretion, usually diagnosed by the gastros- 
copist as “superficial gastritis,” may also be 
a variant of the norm, since histologic study 
revealed either a normal picture or an acute 
inflammatory infiltrate. 

In specimens from patients with mixed acute 
and chronic gastritis, on the other hand, cor- 
relation between the gastroscopic and the mi- 
croscopic picture was possible in some in- 
stances (about one-third of the cases). In 
approximately half of the cases the micro- 
scopic picture was normal. 

The authors conclude that gross gastroscopic 
observations are not to be relied upon in the 
diagnosis of gastritis. They recommend two 
preferable alternatives: (a) gastroscopic 
biopsy under direct vision or (b) removal of 
tissue for biopsy by means of the flexible 
gastric biopsy tube. 


Repeat Cesarean Section. Barthlomew, R. 
A., Colvin, E. D., Grimes, W. H., Fish, J., and 
Lester, W. M., Obst. & Gynec. 7:137-144, 1956. 


The data presented in this article are based 
on 162 “repeat” cesarean sections. In 4.3 per 
cent of the cases the cesarean scar had rup- 
tured; in 1.8 per cent rupture was imminent, 
and in 3.7 per cent rupture was considered 
not improbable. In 62 per cent there were post- 
operative adhesions, followed in 2 cases by 
intestinal obstruction. In 1 of these 2 cases 
surgical intervention was necessary. 

No maternal deaths occurred in this series. 
The uncorrected full term stillbirth and neo- 
natal mortality rates for the primary cesarean 
sections were 1.6 and 3.2 per cent respectively ; 
the same rates for the premature were respec- 
tively 16.6 and 16.6. 

The authors consider it rather surprising 
that the stillbirth and neonatal mortality rates 
associated with the second cesarean section 
equaled that associated with the first, since 
maternal complications are more infrequent 
with the former. 

In this series, the indications for the initial 
cesarean section were considered invalid in 21 
per cent of the cases. 

For improvement of the prognosis for future 
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childbearing, the authors state, employment 
of the low-segment cesarean section should 
be advocated and the classic procedure aban- 
doned. Restriction rather than enlargement of 
the operation should be the surgeon’s object, 
since the healing of the incision is difficult to 
control and the possible weakness of the scar is 
well known. 

Strong emphasis is laid on the necessity of 
careful appraisal of the possible risks of future 
childbearing before it is decided to perform 
cesarean section. In the authors’ opinion the 
lay public is much in need of education on this 
subject, since a well-informed patient would be 
likely to insist upon such an appraisal. 


Persistent Invagination of Meckel’s Diver- 
ticulum. Towbin, A., Arch. Surg. 72:673-677, 
1956. 


Vhe role of Meckel’s diverticulum in the 
production of intestinal obstruction is becom- 
ing more and more widely acknowledged. Form- 
erly regarded by some as a harmless congenital 
anomaly, this lesion has proved to be a mis- 
chief-maker of the first order and is often the 
cause of one or another, of a number of seri- 
ous intestinal diseases. 

Obstruction of the intestine from this cause 
is commonest in the adult and is generally con- 
sidered an acute surgical disease. The author 
questions the validity of this conclusion, ex- 
pressing the opinion that the condition may be 
chronic. He recalls the efforts of former 
authors to establish this possibility as a fact 
and the failure of these efforts because of the 
lack of positive pathologic evidence. He re- 
ports a case of his own in which, in his opinion, 
the pathologic evidence was conclusive. 

The patient was a young adult who, under 
observation for two months, had repeated at- 
tacks of total intestinal obstruction. Operation 
revealed an obstructing mass in the ileum, 
which proved to be an inverted Meckel di- 
verticulum. This lesion, with the passage of 
time, had developed into a lipomatous ileal 
polyp. Pathologic study of the specimen con- 
firmed the author’s theory. 

The author freely acknowledges that the case 
is uncommon, but maintains that Meckel’s 
diverticulum as a cause of chronic intestinal 
obstruction should be given serious considera- 
tion in the clinical study of all patients, par- 
ticularly the male, who have recurrent or pro- 
tracted seizures of intestinal obstruction. 
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Intravenous Chlorpromazine in Postopera- 
tive Gynecologic Patients. Corbit, J. D., Obst. 
& Gynec. 7:125-149, 1956. 


Chlorpromazine as employed in the postop- 
erative care of gynecologic surgical patients is 
the subject of this report, which is based on 
a series of 50 patients who had undergone 
abdominal operations, in most cases total hy- 
sterectomy. Twenty-five were given chlorprom- 
azine; the remaining 25 were used as controls. 

It was observed that the women in the 
chlorpromazine-treated group needed fewer 
doses of narcotics (by 39 per cent) and used 
46 per cent less than did the controls; that 
postoperative distention of the abdomen was 
greatly reduced in the treated group; that 
the patients in this group did not vomit, were 
in most cases able to leave their beds on the 
day following the operation, and showed no 
significant alterations in blood pressure. 

The author points out that no final con- 
clusions can be drawn on the basis of this 
small series. He suggests, nevertheless, that 
the results seem promising. He proposes to 
conduct a further study of the possibilities of 
this drug as an adjunct to postoperative man- 
agement in such cases. 


Appraisal of Progress in Surgical Therapy. 
Rogers, C. S., and Fitts, W. I., Surgery 39: 
367-370, 1956. 


The author reports on a series of 46 cases 
of primary inflammatory carcinoma of the 
breast, classified according to the principal 
therapy employed. Eight years after radical 
mastectomy, 1 patient was living and well at 
the time the report was written. All previously 
reported five-year survivals were those of 
patients who had also undergone radical mas- 
tectomy. 

Although by many surgeons inflammatory 
mammary carcinoma is considered inoperable, 
the authors of this article consider radical 
mastectomy justified; in their opinion, in view 
of the fact that this condition is highly lethal 
in any circumstances, the data reported in the 
literature furnish inadequate support of the 
objections. If there is no evidence that the 
carcinoma has spread beyond the area included 
in a reasonably radical mastectomy, they do not 
hesitate to perform it. 
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Operative Cholangiography. Weir, R. A., 
and Lizama, C., Missouri Med. 53:280-284, 
1956. 


The authors describe two technics of opera- 
tive cholangiographic procedure, listing the 
advantages and disadvantages of each. Neither 
method requires special instrumentation. An 
angled needle, devised and described by the 
authors, can be made from an ordinary No. 22 
B-D hypodermic needle. 

The use of cholangiographic studies made 
during operation is increasing. Of 232 cho- 
lecystectomies performed during 1953, 1954 
and 1955, operative cholangiographic studies 
accompanied 83. The common duct was ex- 
plored in 52 instances, and in 1 case seventeen 
stones were removed. Of these, 7.6 per cent 
had been left from earlier exploratory opera- 
tions on the common duct. The operative 
mortality rate was low—0.8 per cent—and the 
morbidity rate was minimal. 

The authors recommend the taking of opera- 
tive cholangiograms as a routine in all opera- 
tions on the biliary tract. After all surgical 
explorations of the common duct, control 
cholangiograms should be taken within twelve 
days after the operation, before any attempt 
is made to remove the T tube. 

It is also advised that neither removal of the 
gallbladder nor interference with its blood 
supply be undertaken until after a complete 
study of the common duct has been made. If 
there is a lesion of this duct, the presence of 
the gallbladder may save the patient’s life. 
Both methods described by the authors can 
be used without affecting the integrity of the 
gallbladder or its blood supply. 

It is pointed out, however, that the taking of 
cholangiograms during operation is a matter 
of great precision and must be done with 
absolute accuracy. The authors consider it 
necessary that the entire operating team be 
acquainted with one or two technics, at the 
minimum. 


Surgical Treatment of Sinusitis Associated 
with Asthma. Grove, R. C., New York State 
J. Med. 56:726-728, 1956. 


Suppuration is infrequent in cases of the 
hyperplastic type of sinusitis usually asso- 
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ciated with asthma, unless the infection is 
temporarily exacerbated. 

In the author’s opinion, sinusitis in itself 
is a frequent cause of asthma, and the admini- 
stration of antibiotics and steroid hormones is, 
in most cases, merely palliative. Surgical in- 
tervention is indicated, but the patients must 
be carefully selected. If operation is per- 
formed, complete removal of the infected 
sinus membrane is the desideratum. 

The author presents data on a series of 300 
patients with asthma and sinusitis treated by 
the operation he describes, with follow-up ex- 
aminations for periods varying from six 
months to twenty-three years. In 69.3 per cent 
the asthma was greatly improved. 

Emphasis is laid on careful preliminary 
diagnosis. 


Emergency and Definitive Treatment of 
Bleeding Esophageal Varices. Linton, R. R., 
and Ellis, D.S., J.A.M.A. 160:1017-1023 
(March 24) 1956. 


Bleeding in the upper part of the gastro- 
intestinal tract is frequently due to esopha- 
geal varices; moreover, it is often fatal in 
persons with portal hepatic cirrhosis. The 
seriousness of esophageal hemorrhage in the 
presence of this condition is fully recognized 
today. 

Transthoracoesophageal suture of the 
varices was performed upon 20 emergency 
patients with hepatic cirrhosis. Two, or 10 
per cent, died during the operation. Three, 
or 15 per cent, died later. In the remaining 
15 (75 per cent) a splenorenal or a direct 
portacaval shunt was created after a lapse 
of time. In the authors’ opinion this method 
is the treatment of choice for patients with 
esophageal hemorrhage so severe as to re- 
quire cardioesophageal tamponade. 

The construction of a splenorenal or a 
portacaval shunt is the most effective treat- 
ment yet available. Of 78 patients so treated 
and followed for periods varying between 
one and eight years, recurrent bleeding was 
observed in only 13 (17 per cent). Even of 
these, the bleeding in 4 was minor. Fifty- 
two (67 per cent) of the total original group 
were able to engage in gainful work; 17 (22 
per cent) were able to work on a part time 
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basis, and only 7 (9 per cent) were inca- 
pacitated for work because of advanced age 
or cardiac weakness. 

As an emergency measure to control mas- 
sive hemorrhage from esophageal varices, 
cardioesophageal tamponade with an intra- 
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transesophageal suture of the varices. 

The best definitive treatment is the cre- 
ation of a shunt as aforementioned, to divert 
the portal venous blood into the systemic 
venous circulation. Success with these opera- 
tions depends upon close cooperation of the 


gastric ballon is recommended. This should surgeon with the anesthetist and the intern- 
be supplemented at once by transpleural ist. 


It is, perhaps, unduly optimistic to say that rough surgery is extinct to-day. 
Human nature, and especially adolescent human nature as exemplified by the medi- 
cal student, will always prefer the spectacular to the artistic, and the gentle surgeon 
is often a gentle man. He may find, to his chagrin, that the best students flock where 
the blood flows most freely, where the shouts are the loudest, where instruments are 
thrown about the theatre, where ‘look and see’, the infallible solvent of diagnostic 
difficulties ensures an abundant succession of tours de force. Yet he has his re- 
ward when the same men, older and wiser, come to him as house surgeons and 
registrars to learn those details of tissue kindness which are unseen from the gal- 
lery. For this Hiltonian surgery is taught and propagated by apprenticeship. 
Men speak of Halsted technique, Lane technique, Moynihan technique, each 
meaning the same thing, the standard of work of a great master at whose side he 
has studied, a standard whose only criterion is that the tissues shall be treated with 
the greatest gentleness, subjected to the least damage, replaced carefully, apposed 
accurately—in short, that they shall bear the least trace of the surgeon’s passage. 
Such methods gain adherence by their results rather than their performance. Their 
victory is symbolized by the disappearance of the old operating ‘theatre,’ suited 
for the dramatic in surgery, and its replacement by what is almost an operating 
temple, where the faithful can study essential detail. Their performance is made 
possible by better anaesthesia and more highly skilled assistance, which have 
eliminated the need for hurried work, so that only its quality need be considered. 
Their perpetuity is assured by a new school of young men, trained in the use of 
their hands at a time when they can acquire the touch of an artist. 


..—Oxgilvie 


© 





New Books 








Books Received.—The following books 
have been reeeived by the Editor; they 
will be reviewed critically as space and 
facilities permit. Omission of more ex- 
tended review, however, is not to be 
taken as criticism of the merit of the 
book. 











Textbook of Medicine. Edited by Russell 
L. Cecil and Robert F. Loeb. Philadelphia and 
London: The W. B. Saunders Company, 1955. 
Pp. 1786, with 200 illustrations. Reviewed in 
this issue. 


The Premarital Consultation: A Manual 
for Physicians. By Abraham Stone and Lea 
Levine. New York and London: Grune & Strat- 
ton, 1956. Pp. 90, with occasional illustrations. 
Reviewed in this issue. 


Love or Perish. By. Smiley Blanton. New 
York: Simon & Schuster, 1956. Pp. 217. Re- 
viewed in this issue. 


The Office Assistant in Medical and Dental 
Practice. By Portia M. Frederick and Carol 
Towner. Philadelphia and London: The W. W. 
Saunders Company, 1956. Pp. 350, with 44 
illustrations. Reviewed in this issue. 


J.A.M.A. Clinical Abstracts of Diagnosis 
and Treatment. New York and London: In- 
ternational Medical Book Corporation, with 
Grune & Stratton, Inc., 1956. Pp. 661. 


J.A.M.A. Queries and Minor Notes. St. 
Louis: The C. V. Mosby Company, 1956. Pp. 
334. 
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Plastic Repair of Genito-Urinary Defects. 
By George Bankoff. New York: The Philo- 
sophical Library, 1956. Pp. 345, with 86 il- 
lustrations. 


The Treatment of Fractures. By Lorene 
Bohler. New York and London: Grune & 
Stratton, Inc., 1956. Vol. 2, translated from 
13th German edition. Pp. 1072, with 1,721 il- 
lustrations. 


Pulmonary Uptake of Oxygen, Acid-Base 
Metabolism and Circulation During Pro- 
found Apnea. By Martin H-son Holmdahl. 
Stockholm, Sweden: Acta Chirurgica Scan- 
dinavica Supplementum 212, 1956. Pp. 128, 
with 36 illustrations. Reviewed in this issue. 


Ankylosing Spondylitis: Clinical Consider- 
ations, Roentgenology, Pathologic Anatomy 
and Treatment. By J. Forestier, F. Jacque- 
line and J. Rotes-Querol. Translated by A. U. 
Desjardins. Springfield, Ill.: Charles C 
Thomas, Publisher, 1956. Pp. 374, with 145 
illustrations. 


Tumors of the Skin. By Herbert Conway. 
Springfield, Ill. Charles C Thomas, Publisher, 
1956. Pp. 267, with 178 illustrations, 3 in 
color. 


Studies in Anemia of Injury. By Lars-Eric 
Gelin. Stockholm, Sweden: Acta Chirurgica 
Scandinavica Supplementum 210, 1956. Pp. 
130, with 58 illustrations. Reviewed in this 
issue. 


Supplement 1, Atlas of Exfoliative Cytolo- 
gy. By George N. Papanicolaou. Cambridge, 
Mass.: Harvard University Press, 1956. Loose- 
leaf format, published for The Common- 
wealth Fund. 


Handbook of Physical Therapy. By Robert 
Shestack. New York: Springer Publishing 
Company, Inc., 1956. Pp. 212. 
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Cirurgia: Trabalhos da la Cadeira de Clin- 
ica Cirurgica da Universidade do Brasil (Sur- 
gery: Proceedings of the Cadeira de clinica 
Cirurgica of the University of Brazil). Edited 
by Alfredo Monteiro, with the collaboration of 
Eugenio de Souza, Carlos Gomes dos Santos, 
Ruy Archer, Diomedes Ferreira, Olimpio de 
Freitas Costa Neto, Newton Salim, Ricardo 
Castra Paiva, Humberto Barreto, N. de Al- 
meida Aguilar, Otavio B. Tourinho and Alci- 
des Modesto Leal. Rio de Janeiro: Rivista 
Brasileira de Cirurgia, 1955. Pp. 188, with 
106 illustrations. 


This is an admirable compendium of surgical 
knowledge, beginning with a brief history of 
the evolution of anesthesia by Prof. Monteiro, 
who also contributes the first chapter, The 
Errors and Dangers of Biliary Surgery. In this 
dissertation he emphasizes the danger of 
hemorrhage and of injury to the common duct 
resulting in stenosis. The second chapter, 


Alcoholization of the Subarachnoid Space, This 
method as employed for the treatment of cer- 
tain types of intractable pain is described 


by Prof. de Souza and illustrated with seven 
excellent line drawings. Chapter 3, by Prof. 
Carlos Gomes dos Santos, is entitled Recovery 
Room: Installation and Functions. The value 
of such an accessory to convalescence is clearly 
outlined and the necessary equipment and 
technics described, as are the most common 
accidents and complications during the “criti- 
cal” postanesthetic period. 


In the next chapter, Exploratory Laparoto- 
my, Prof. Dr. Ruy Archer sets forth the technic 
of exploring the abdominal cavity and of sur- 
gical intervention for penetrating wounds 
and other abdominal traumatic lesions. The 
lesions of each organ are studied in detail, and 
the text is illustrated with twelve artist’s 
sketches of the various technical procedures. 
Prof. Dr. Diomedes Ferreira in Chapter 5, 
A case of Congenital Dysmorphia of the Fe- 
male Genitals, presents what is apparently a 
unique instance of congenital defect. Eleven 
illustrations, including photographs, photomi- 
crographs and drawings, are included. 

Prof. Dr. Olimpio de Freitas Costa Neto, in 
the chapter A Contribution to the Surgical 
Treatment of Megaesophagus, discusses the 
etiologic, pathologic and therapeutic aspects 
of this condition. He advocates clinical treat- 


ment at first; if this does not suffice, Heller’s 
operation is recommended. Fourteen well ex- 
ecuted drawings illustrate the text. 

The chapter “Control of Hypotension in 
Thyroidectomy” is contributed by Prof. Drs. 
Ricardo de Castro Paiva and Newton Salim. It 
describes a technic which, in a series of 30 
cases, has reduced bleeding, prevented post- 
operative hemorrhage, reduced the need of 
anesthetic drugs and strikingly lessened pulse 
pressure during the operation. 

Prof. Drs. Humberto Barreto and N. de 
Almeida Aguilar present the results of an in- 
tensive study of varicose veins. They offer 
pertinent suggestions as to the combination 
of certain well-known tests, finding this pref- 
erable to the use of any one test alone. Prof. 
Dr. Alfredo Monteiro, in whose service the 
two authors last mentioned carried on their 
studies, contributes an important chapter on 
splenectomy, including indications, technic and 
certain technical failures. His own technic 
is clearly illustrated by drawings. The next 
chapter, which deals with cholecystectomy, is 
also the work of Prof. Monteiro and is equally 
stimulating, well illustrated and significant. 

Hernia of the esophageal orifice is dis- 
cussed by Prof. Dr. Octavio B. Turinho, who 
makes liberal use of roentgenograms as illus- 
trations. Two cases are reported in detail. 

Prof. Monteiro’s name reappears at the head 
of the chapter on portal hypertension, which 
he presents at length and in meticulous detail, 
with surgical drawings to explain the technic 
and a list of 36 references to other well-known 
authors. In the next chapter Prof. Barreto also 
reappears, this time in collaboration with Prof. 
Dr. Alcides Modesto Leal. Their presentation 
on the subject of transverse abdominal inci- 
sions is based on 210 cases of supramesocolic 
and inframesocolic intervention. They favor 
the transverse incision for abdominal proce- 
dures but recognize the value of the vertical 
incision for celiotomy. 

Prof. Dr. Eugenio de Souza, who has written 
both the penultimate chapter and the final 
one, offers in the first of these a most interest- 
ing description of various surgical uses of 
modified sewing machine attachments and de- 
vices, recommending the von Piser tweezers, 
with certain modifications worked out by him- 
self, as the best such instrument available. 

The final chapter is written by Prof. Drs. 
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Armando P. Monteiro and Daniel José Sili, 
on the subject of the Souza clamp as employed 
in gastrectomy for securing the duodenal 
stump. Like the other chapters, it is well 
presented and illustrated. 


This reviewer is indebted to Prof. Dr. 
Monteiro for the gift of an autographed copy 
of Cirurgia, an important and valuable collab- 
orative contribution to current surgical knowl- 
edge and one that bears on every page the 
mark of his outstanding talent as editor. The 
considerations set forth in these pages cover 
a wide field, and each of them, in its own 


sphere, is excellent. 
MT. 


On Antibodies Separated by Paper Electro- 
phoresis, with Special Reference to the Wass- 
ermann Reagins. By Anna Brita Laurell. Acta 
Pathologica et Microbiologica Scandinavica 
Supplementum 103, Copenhagen: Ejnar Munks 
gaars, 1955. Pp. 92, with 41 illustrations. 


The author reports the results of her study 
of antibodies by means of paper electrophore- 
sis. She discusses first, in general, the problem 
concerning Wassermann reagents. 


Part I of the work deals with the fractiona- 
tion of antibodies by preparative paper electro- 
phoresis. The author was able to show that a 
number of antibodies, including typhoid ag- 
glutinins, etc., are associated with gamma 
globulin, while agglutinins against Salmonella 
typhi H and Salmonella typhi murium H mi- 
grate faster then do the bulk of gamma globu- 
lin. 

Part II deals with the presence of Wasser- 
mann reagins in human serum. The author 
was able to demonstrate that gamma globulin 
preparations from serologic negative human 
serum reactions in standard tests for syphilis. 

Part III deals with the Wassermann re- 
agents in electrophoretically fractioned nor- 
mal, syphilitic and biologic false positive 
serum. After fractionation, the biologic false 
serum specimens proved to be of three types, 
with reagins associated with gamma globulin 
only, with the beta, globulins only or with 
both. In cases of primary syphilis the reagin 
was associated only with the gamma globulin, 
while in cases of late syphilis, it was associated 
with beta, globulin only or with both. 


No difference was observed between syphi- 
litic specimens of serum and specimens of 
biologic false positive serum, with regard to 
the rate of morbidity of the reagins. It there- 
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fore appears that a verification test based on 
electrophoretic fractionation of serum will 
not be valuable. 

This reviewer considers the monograph an 
interesting piece of work, of value to anybody 
interested in the problems of biologic false ser- 
ologic reactions. 


WERNER F. EISENSTAEDT, M.D. 


The Office Assistant in Medical and Dental 
Practice. By Portia M. Frederiek and Carol 
Towner, Philadelphia and London: W. W. 
Saunders Company, 1956. Pp. 350, with 55 
illustrations. 


The need of a detailed manual of procedure 
for those who assist physicians, surgeons and 
dentists in the office, in the library, in their 
prodigious and continual correspondence, and 
in such mundane matters as the keeping of 
their professional accounts has long been ob- 
vious. No less obvious has been the need of 
specific instruction to office, editorial and re- 
search assistants whose work lies with organi- 
zations of physicians, surgeons, dentists and 
health authorities. All of these fields are effi- 
ciently covered in the book at hand. 


The authors have neglected no phase of the 
routine; beginning with a brief explanation 
of professional ethics, as necessary to the 
doctor’s staff as to himself, they proceed to 
instruct the assistant as to public relations, 
telephone technic, medico-legal questions, the 
handling of appointments, the management of 
mail, the making and filing of vital records, 
the collection of fees, bookkeeping in general, 
the facts about accident and health insurance, 
and the technics of assisting the doctor in 
examining his patients. The care of instru- 
ments and the principles of sterilization are 
included; the principles of immunology are 
outlined, as are those of physical therapy. 
There is an excellent chapter on office “house- 
keeping” and the management of supplies. 

The chapter on editorial duties is too short 
to present more than a glance at the multi- 
tudinous duties involved therein; but this is 
to be expected, since an entire book larger 
than this one would not contain them all. In 
all other fields the book should prove a blessing 
to the harried doctor who has not the time 
to instruct each new staff member fully and 
must therefore wait with what patience he can 
until experience has taught her what she needs 
to know. 

M. T. 
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Textbook of Medicine. Edited by Russell 
L. Cecil and Robert F. Loeb. Philadelphia and 
London? The W. B. Saunders Company, 1955. 
9th ed. Pp. 1786, with 200 illustrations. 


The new edition of this large compendium of 
medical information is offered by its editors 
with the assistance of three associate editors 
and 178 contributors. It goes without saying 
that the bulk of the material included is 
immense. It has nevertheless been expertly 
handled as to writing, editing, chapter se- 
quence and the like, and is implemented by an 
index covering 97 pages. 


The major divisions, since lack of sufficient 
space precludes mention of the minor ones, 
cover in succession the infectious diseases, in- 
cluding some of unknown causes; diseases of 
allergy; collagen diseases; diseases due to 
physical agents; deficiency diseases due to 
chemical agents; and diseases of metabolism; 
diseases of the ductless glands; diseases of the 
digestive tract, the respiratory system, the 
kidneys, the spleen and _ reticuloendothelial 
system, the blood, the cardiovascular system, 
the locomotor system, the nervous system, 
brain and spinal cord (including hereditary, 
familial and congenital pathologic conditions), 
with substantial comment on psychosomatic 
medicine and psychotic illness. Each of these 
main divisions is subdivided and resubdivided 
into as many sections as thorough discussion 
requires. 


Some portions of this massive work are 
necessarily synoptic, but all are well and lucid- 
ly written, and a wealth of knowledge, signifi- 
cant and up to date, is the result. The editors 
have carried out their purpose of eliminating 
what has been outgrown and including, in this 
ninth edition, much that has been learned since 
the eighth edition appeared in 1951. They are 
to be congratulated for maintaining on so 
high a level the value of a work that has long 
since established its place as a textbook of 
medicine. 

M. T. 


The Neurosurgical Alleviation of Parkin- 
sonism. By Irving S. Cooper. Publisher, 
Charles C Thomas, Springfield, 1956, Pp. 104. 


This book brings together Dr. Cooper’s 
previous articles on the treatment of parkin- 
sonism by occlusion of the anterior choroidal 
artery and injection of alcohol into the globus 
pallidus (chemopallidectomy). There is a brief 
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but excellent historical review of the various 
surgical attempts to alleviate this condition. 

The discussion of the pathologic anatomic 
and physiologic picture is oversimplified and 
can be recommended only as an introduction to 
the author’s procedures. The major portion of 
the book is taken up by the technical descrip- 
tion of anterior choroidal artery ligation and 
injection of alcohol into the globus pallidus. 
The simple guide the author uses for the 
injection of alcohol into the globus pallidus is 
described. These chapters are clear, concise 
and well illustrated. A series of illustrative 
case reports follows the description of each 
method. 

The book is well written and illustrated. 
The publisher has permitted the use of large 
illustrations and used a large, legible type that 
makes perusal of the book a pleasure to the 
reader. 

This book will be of interest to all concerned 
with parkinsonism, though to this reviewer it 
seems oversimplified and dogmatic, and it must 
be emphasized that the technics described de- 
mand extensive anatomical knowledge and con- 
siderable neurosurgical experience and skill. 
Further, as the author points out, there is still 
much to be learned about this disease, and at 
present the surgeon can only alleviate the 
condition or retard the development of its 
distressing symptoms. 

HAROLD C. Voris, M.D. 


Pulmonary Uptake of Oxygen, Acid-Base 
Metabolism, and Circulation during Prolong- 
ed Apnea. By Martin H-son Holmdahl. Stock- 
holm: Acta Chirurgica Scandinavica Supple- 
mentum 212, 1956. Pp. 128, with 36 illustra- 
tions. 


This monograph deals, in the first part, with 
observations made over prolonged experimental 
periods of apnea with uninterrupted pulmonary 
uptake of oxygen. The writer calls this oxy- 
genation of the blood in the absence of tidal 
exchange “apneic diffusion oxygenation (AD- 
O).” 

After a period of denitrogenation, apnea 
was induced by administration of intravenous 
succinylcholine and was continued for thirty 
minutes. Owing to carbon dioxide intoxica- 
tion, respiration was not resumed spontane- 
ously and artificial respiration was instituted, 
either at a predetermined time or when a sud- 
den severe fall in blood pressure occurred. 

In a brief summary of the data obtained, 
it can be stated that the blood pressure, after 
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a slight depression, rose after five to ten 
minutes. The oxygen uptake fell considerably. 
There was an increase in the hematocrit read- 
ings, and the levels of hemoglobin, and marked 
acidosis developed. 

A number of experimental animals that 
survived a one-hour period of ADO showed 
no permanent disabilities. In general, it was 
also established that, during the period of 
apnea, there was a marked increase in carbon 
dioxide. 

The author discusses further clinical appli- 
cations of ADO for six minutes. This brief 
period was considered safe for human sub- 
jects. It appears to this reviewer that the 
method is still in the experimental stage and 
that any clinical application at this stage is 
premature. 

The monograph represents an industrious 
study and is a worth-while contribution to 
respiratory physiology. 

WERNER F. EISENSTAEDT, M.D. 


The Premarital Consultation: A Manual 
for Physicians. By Abraham Stone and Lee 
Levine. New York and London: Grune & 
Stratton, 1956. Pp. 90, with occasional illus- 
trations. 


The custom of consulting one’s physician be- 
fore marriage is increasingly widespread, and 
this manual therefore meets a need. The 
authors themselves refer to it as an extension 
of preventive medicine to the family unit, 
and they deal with it on a sound basis of 
experience. Dr. Stone is past president and 
co-founder of the American Association of 
Marriage Counselors, and Dr. Levine is a 
practicing gynecologist and psychiatrist. Both 
have had much personal contact with troubled 
persons entering upon marriage with an earn- 
est desire to make it successful, as well as with 
persons already married and in difficulties. 

Naturally, therefore, the manual is well 
organized, beginning with the questions most 
frequently asked and suggesting effective an- 
swers. In subsequent chapters the physical 
process of reproduction is described in detail 
and illustrated with line drawings where they 
are needed. Although the chief emphasis is 
laid, as it should be, on the psychic problems of 
the married state, the physical implications 
are never neglected. 

Though the subtitle describes the work as 
a manual for physicians, it could be read with 
profit by any intelligent young man or woman. 
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One of its chief benefits to the professional 
man is the fact that it will serve him as a 
reminder of many aspects of the matter that 
may otherwise slip his mind. It is to be 
recommended without reservation to all who 
are giving study to this vital topic. 


Studies in Anemia of Injury. By Lars-Eric 
Gelin. Stockholm: Acta Chirurgica Scandina- 
vica Supplementum 210, 1956. Pp. 130, with 
58 illustrations. : 


This is a monograph presenting clinical 
data and experimental work on the anemia 
of injury. The author undertook extensive 
laboratory examinations, which included hemo- 
globin determinations, blood cell counts, eosin- 
ophil counts, platelet counts, reticulocyte 
counts, serum iron determinations, billirubin 
determinations, urobilin determinations, sedi- 
mentation rates, total protein levels, frac- 
tionation, fibrinogen and capillary microscopic 
study. 

The examinations were done on 168 patients 
with fractures of the legs. Similar experi- 
mental work was done on a number of rabbits, 
in which fractures, contusions and burns were 
artificially induced. In general, the experi- 
mental results agreed with the clinical ma- 
terial. The author comes to the conclusion 
that the amount of hemorrhage cannot ex- 
plain the anemia associated with injury. 
Neither was there any convincing evidence 
that inpaired erythropoeisis or hemolysis ex- 
plains it. 

By means of capillary microscopic study the 
author observed decreased stability of the 
blood, leading to aggregation of erythrocytes 
with erythrostasis in the postcapillary venules. 
The result of this was the withdrawal of red 
cells and hemoglobin from the effective circu- 
lation. 

The author considers the last-mentioned 
observations a satisfactory explanation for the 
anemia associated with injury. 

The experimental work was carefully done, 
although to this reviewer it seems that it could 
have been brought out more precisely if there 
were included either in the clinical material or 
in the experimental data any evidence of “clin- 
ical shock.” The observations are such as 
can be expected in the presence of mild shock. 
All in all, however, this monograph is an 
interesting contribution to the pathology of 
injury. 

WERNER F. EISENSTAEDT, M.D. 
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Love or Perish. By Smiley Blanton. New 
York: Simon & Schuster, 1956. Pp. 217. 


Although written primarily for the laity and 
in simplified terms, this exposition of love as 
a necessity of life contains much that should 
interest members of the profession—not from 
the professional point of view, since the simple 
psychiatric facts are common knowledge in 
many fields besides psychiatry—but because 
the preternaturally busy life of a physician or 
a surgeon is apt to lead him into neglecting 
this need, both in his own life and in the lives 
of others. 

Dr. Blanton has successfully steered clear 
of the pseudo-Freudian nonsense the charac- 
terizes so many popular presentations of psy- 
chiatric data. With equal success he has 
avoided the marshes of sentimentality, and 
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there is no mistaking the fact that his defini- 
tion of the word “love” is generously wide. 
Nowhere in the book will the reader find the 
currently popular notion that sexual satisfac- 
tion per se is the goal of living; it is clearly 
explained that love for a friend, a husband, a 
wife, a child, a parent, a cause or even one’s 
daily work can supply what man needs to 
keep his soul alive. 

Those who are concerned about the perilous 
state of the world at present will be glad to 
see emphasis placed on another important 
truth: that work can be successful and satisfy- 
ing only when it is done with love. Dr. Blanton 
illustrates this point with analogies drawn 
from employer-employee relations, but it is 
equally applicable to every activity of the hu- 
man being. 

M. T. 


To gnash or grind the teeth, unless this has been a habit from childhood, is a 
sign of madness and death, If a patient who is already out of his mind does this, 
then it is certainly fatal. It is also fatal when the teeth become dry. 


Mortification of a tooth brings an end to a gingival abscess. 


When severe fever and delirium supervene on mortification of a tooth, it is a 
sign of death. If recovery takes place, there will be suppurating ulcers and seques- 


tration of the bone. 


There is the danger, when there is violent pain in the jaws, that there will be 


sequestrum formation in the bone, 


Pursing of the lip denotes a bilious flux of the bowels. 


Bleeding from the gums on top of relaxed bowels is a fatal sign. 


. 


—H ypocrates 





hippineert Books 





PROCTOLOGY 


By Harry E. Bacon, M.D., Stuart T. Ross., M.D. and Porfirio Mayo Recio, M.D. 
Provides essential facts for diagnosis and treatment. Basic pathology 
and anatomy included for fuller understanding. Treatment is pre- 
sented according to the subject at hand. Operative methods described 
step by step. Relief of postoperative pain treated fully. In prolapse 
and procidentia, three new surgical technics covered. A proved and 
ready source of information. 5 

441 Pages 228 Illustrations and 5 Color Plates 1956 $10.00 


SURGERY OF THE HAND 


By Sterling Bunnell, M.D. 

A great new third edition. Contributions of special note are material 
on Splinting, Internal Splinting, Surgery of the Rheumatic Joint, 
Hands with Paralysis, Nerve Grafting, New Concepts in Thumb 
Conditions, Construction of New Digits. Also covers new antibiotics 
in treatment of infections. In four parts—The Hand; Reconstruction 
of the Hand; Injuries and Infections of the Hand; Other Conditions 
of the Hand. 

1079 Pages 1047 Illustrations, 9 Color Plates 3rd Edition, 1956 $22.50 


SURGICAL DIAGNOSIS 


By Philip Thorek, M.D., with drawings by Carl T. Linden 

The equivalent of a postgraduate course in surgical diagnosis. Dr. 
Thorek’s investigative approach to a medical problem (1. A well-taken 
history. 2. A careful evaluation of the present symptom complex. 
3. A properly conducted physical examination. 4. Consideration of 
pertinent laboratory data.) has served him well for many years. This 
vast experience is truly reflected in Surgical Diagnosis. Text covers 
entire body from Head (Chapter 1) to Inferior Extremity: Varicose 
Veins (Chapter 15). Practical, concise and comprehensive. Linden’s 
. drawings make extraordinary visual aids. 


320 Pages 291 Illustrations 1956 $12.00 


PULMONARY CARCINOMA 


Edited by Edgar Mayer, M.D., and Herbert C. Maier, M.D., with 16 
contributors. 

Etiology, biology and pathology of bronchogenic cancer are discussed 
at length as are clinical aspects, diagnostic technics, surgical, radio- 
therapeutic, isotopic and chemotherapeutic methods and psychological 
management of the patient. Distributed by the J. B. Lippincott Com- 
pany by arrangement with the New York University Press, 

540 Pages 182 Figures, 44 Subjects in Color 1956 $15.00 
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